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Abstract 
Common and severe mental disorders, including those on the schizophrenia spectrum, are 
associated with an elevated risk for suicide. There is also strong evidence that suicide is 
associated with risk for mental disorder. In 1964, Meehl identified suicidality and suicidal 
dread as a core characteristic of schizotypy—the disposition for schizophrenia. Having been 
unable to find any research into or elaboration of Meehl’s concept of suicide dread, I aimed 
to characterise suicide dread, investigate the cognitions and emotional reactions related to 
anticipation of suicide, and explore direct and mediated relationships with schizotypy. It was 
hypothesized any relationships between schizotypy and suicidal dread would be mediated by 
anxiety, impulsivity, and intolerance of uncertainty, but not depressive symptoms. 
Participants were recruited through MTurk, and completed measures of schizotypy, 
depression, anxiety, impulsivity, and intolerance of uncertainty. A new measure, The Suicidal 
Dread Questionnaire (SDQ), was also completed. The results showed that feelings of fear or 
dread about suicide appeared to be unrelated to schizotypy, depression, anxiety, impulsivity, 
and suicidality. Despite this, schizotypy appeared to be have some direct associations with 
anticipation of future suicide as well as fears about acting on unwanted impulses to commit 
suicide. In addition, depressive symptoms at least partially mediated all relationships of 
schizotypy with anticipation of future suicide, intrusive or distressing thoughts and images 
about suicide, and fears about acting on an unwanted suicidal impulse. The SDQ should be 
expanded and refined for future use, and prospective studies conducted over short timeframes 
using a variety of populations. 
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CHAPTER 1: Suicidality 
Introduction 
Mental disorders are frequently associated with an increased risk of suicide. In the 
year ended 30 June 2018, 668 New Zealanders committed suicide, the highest number since 
records began (Coronial Services of New Zealand, 2018). The rate of suicide in New Zealand 
is consistently high, accounting for more deaths annually than motor vehicle accidents or 
melanoma (Ministry of Health NZ, 2016). Mental disorders have a well-documented role in 
the development of suicidal ideation and behaviour and in completed suicide (Nock, Hwang, 
Sampson, & Kessler, 2010). Depression is among the most significant predictors of suicidal 
ideation whereas disorders characterised by anxiety, agitation, or poor impulse control tend to 
predict progression to planning or attempting suicide (Nock et al., 2010; Nock et al., 2013). A 
greater number of empirical studies provide evidence of this increased risk in more prevalent 
disorders, such as depression, than in studies investigating less prevalent disorders or risk 
profiles, including schizophrenia and schizotypy. However, people with or at high risk for 
psychotic disorders, such as schizophrenia, are considerably more likely than those at low 
risk to experience suicidal thoughts or commit suicide.  
Meehl (1964) identified suicide attempts, chronic ideation, and suicidal dread as 
features of a schizotypal personality organisation. Suicidal dread can be understood as an 
individual predicting they may commit suicide, while reporting such intense fear of doing so 
that they may take embarrassing or inconvenient overt action to avoid opportunities for 
suicide. Suicidal dread is a novel concept that is yet to be closely investigated. However, 
suicidal dread may share some similarities with expressions of dread in other types of 
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psychopathology, including harm or aggressive obsessions in obsessive compulsive disorder 
(OCD) and intolerance of uncertainty (IU) in mood and anxiety disorders.  
Theories of Suicide 
To begin to understand suicidal dread, a wider understanding of suicidality and its 
relationship with mental disorders is required. There are many interrelated risk factors for 
suicidality, making thorough investigation of relationships complex yet important. 
Commonly researched risk factors include demographic characteristics (e.g., older age, male 
gender, unemployment), psychiatric diagnoses (e.g., depressive, borderline personality, 
substance use disorders), and history (personal and family) of suicide attempts (Wenzel et al., 
2011). Over time, several prominent theories of suicide have been proposed, giving rise to 
frameworks for predicting suicide risk. These include mono process theories such as 
Durkheim’s (1897) sociological theory, escape theory (Baumeister, 1990), hopelessness 
theory (Beck, Steer, Kovacs, & Garrison, 1985), emotion dysregulation theory (Linehan, 
1993), psychache theory (Shneidman, 1993), and more recently, ideation-to-action 
frameworks such as Van Orden et al.’s (2010) interpersonal theory of suicide (IPT).  
Mono process theories. Mono process theories identify risk aetiological constructs 
for broader suicidality (e.g., hopelessness in Beck's (1985) theory), and therefore do not 
delineate between causes of suicidal ideation versus suicidal behaviour and attempts. In 
contrast to these early mono-process theories, later ideation-to-action theories began to make 
this distinction, outlining independent risk factors for suicidal ideation and risk factors for 
suicidal behaviour.   
In one of the first known theories of suicide, Durkheim (1897) emphasized the role of 
collective social forces in the development of suicide risk, rather than any type of individual 
factors. Durkheim (1897) suggested that when an individual’s social integration (i.e., being 
socially connected with others, and with society) or moral regulation (e.g., to what extent 
SCHIZOTYPY AND SUICIDAL DREAD 
 3 
societal rules and norms affect an individual) were significantly over- or under-regulated by 
society, it was possible for suicide to ensue. Specifically, individuals were at risk for suicide 
if they had low social integration (egoistic suicide) causing them to feel a lack of belonging 
or purpose; or when there was low moral regulation (anomic suicide) for example when 
major social or economic change led to a lack of social direction. Conversely, individuals 
were also thought to be at risk for suicide through excessive social integration (altruistic 
suicide) when they believed their death could be a contribution to society; and through high 
regulation (fatalistic suicide) when there was too much social control, for example, in the 
case of incarcerated individuals (Durkheim, 1897). Through this first sociological theory of 
suicide, Durkheim (1897) laid important groundwork for visualizing suicide in a greater 
societal context, providing a perspective that is essential when considering cross national and 
cross cultural trends (Shah, Bhat, McKenzie, & Koen, 2007). However, this focus on social 
and structural processes largely neglects the role of individual factors in suicidality, and 
therefore does not explain why under these societal conditions, not everyone will die from 
suicide. 
Baumeister (1990) proposed the escape theory of suicide, a sociological theory that 
the pathway to suicidal behaviour involves a succession of six key steps. The six steps are: 
falling short of standards, attributions to the self (whereby internal attributions for falling 
short of standards fosters low self-esteem and worthlessness), high self-awareness, negative 
affect, cognitive deconstruction (involving a subjective shift to less meaningful and 
integrated thought patterns), and finally, consequences of deconstruction (e.g., disinhibition, 
irrational thought, flat affect; Baumeister, 1990). Some components of the escape theory 
(e.g., negative affect; Conner, Duberstein, Conwell, Seidlitz, & Caine, 2001) are empirically 
supported as risk factors for suicidality. However, there is a lack of supporting evidence for 
the causal chain proposed in the model, and emerging evidence that other components (e.g., 
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disinhibition) have more distal and indirect relationships with suicide (Anestis, Soberay, 
Gutierrez, Hernández, & Joiner, 2014).  
In other psychological theories the focus is on cognitive and emotional components 
underlying risk for suicidality. These theories include Beck et al.’s (1985) hopelessness 
theory where hopelessness and pervasive defeatist perceptions about one’s future are 
suggested to be the stand-alone cause of suicidality; Shneidman’s (1993) psychache theory, 
where suicide is viewed as a way to escape deep psychological pain; and Linehan’s (1993) 
emotion dysregulation theory, who posited suicide provides an escape from extreme negative 
emotional states experienced within a critical environment (and consequent emotional 
invalidation). However, these mono-process theories are unable to sufficiently encompass the 
extensive variance in suicidal thoughts and behaviours. In other words, a single risk factor is 
unable to explain risk for suicidality. For example, hopelessness has low specificity 
(McMillan, Gilbody, Beresford, & Neilly, 2007) and although Shneidman (1993) believed 
psychache to be the essential risk factor for suicide, he agreed that other biological, 
sociological, and interpersonal factors also play a part in conferring risk.  
Ideation-to-action theories. The distinction between risk for suicidal ideation and 
risk for attempts is important, given that approximately 9.2% of individuals around the world 
experience suicidal ideation, however only about one third of those will make a suicide 
attempt (Nock et al., 2008). In ideation-to-action frameworks, suicidal ideation, and 
progression from suicidal ideation to attempts, are predicted by separate risk factors. These 
frameworks have been formulated to synthesize the evidence from studies of suicidality 
based on earlier mono process models. Prominent ideation-to-action frameworks include 
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O’Connor’s (2011) integrated motivational-volitional model (IMV), Klonsky and May’s 
(2015) three-step theory (3ST), and Van Orden et al.’s (2010) IPT.  
The interpersonal theory of suicide. First proposed by Joiner (2005) and later refined 
by Van Orden et al. (2010), the IPT is a framework for understanding suicide risk factors, the 
expression of suicidality, and the progression from passive suicidal ideation (thinking about 
suicide without making any plans to harm oneself) through to lethal or near lethal suicide 
attempts. The IPT incorporates definitions of several key constructs through which all risk 
factors are theorised to relate to suicidality. Specifically, the IPT describes how thwarted 
belongingness and perceived burdensomeness are the key mechanisms through which 
individuals first develop passive suicidal ideation. Thwarted belongingness involves social 
disconnectedness and encompasses risk factors that highlight loneliness and an absence of 
reciprocal care, for example living alone or loss following death or divorce (Van Orden et al., 
2010). Perceived burdensomeness involves feelings of self-hate and liability, and 
encompasses risk factors such as low self-esteem and distress from physical illness or 
unemployment. When these two interpersonal constructs are simultaneously present, and the 
individual has a sense of hopelessness about these states, active suicidal ideation ensues.  
According to the IPT, further development of serious suicidal intent and lethal, or 
near lethal, suicide attempts are theorised to involve an acquired capability for suicide. 
Acquired capability is necessary as the behaviour involved in a suicide attempt can be 
frightening and painful. Pain and fear represent obstacles to lethal attempts (Van Orden et al., 
2010). Acquired capability for suicide is a dual process whereby a lowered fear of death 
serves as the first necessary condition for serious suicidal intent and planning. Following this, 
the second condition, an elevated physical pain tolerance, provides the final condition 
required for a serious suicide attempt (Van Orden et al., 2010). It is through these 
components of acquired capability that factors, such as impulsivity, combat exposure, and 
SCHIZOTYPY AND SUICIDAL DREAD 
 6 
previous suicide attempts are theorised to contribute to an increased risk of suicidality. For 
example, individuals with a history of suicidal behaviour may have consistently increased 
their physical pain tolerance with each attempt or instance of self-harm (e.g., Franklin, 
Hessel, & Prinstein, 2011).  
The proponents of the IPT hypothesised that belonging, burden, and acquired 
capability, together underlie all risk factors for suicidality. More specifically, the complete 
model (see Appendix A) clarifies that belonging and burden mediate more proximal risk 
factors for suicidal thinking; more severe suicidal thinking requires both to be present; and 
finally fear and capability moderate the influence of suicidal thinking on suicidal behaviour 
(Van Orden et al., 2010). This explains why individuals who experience one or more distal 
risk factors will often not attempt or die by suicide. For example, an individual who has a 
thwarted sense of belonging due to bullying and social isolation may think about or even plan 
a suicide attempt, however without acquired capability they may never go on to make a 
suicide attempt. 
Alternative ideation-to-action theories. In formulating the integrated motivational-
volitional model (IMV), O’Connor (2011) outlined three distinct phases of suicidality. The 
first of these is a pre-motivational phase, encompassing background risk factors and 
precipitating events. The second is a motivational phase, when suicidal ideation and intent 
develops. Ideation is then thought to transition to the third phase, the volitional phase (when 
suicidal behaviour occurs), due to feelings of inescapable defeat and humiliation (O’Connor, 
2011). O’Connor (2011) outlined motivational moderators such as social support and access 
to means. The IMV shares similarities with the IPT in that perceived belonging and burden 
are incorporated into the motivation phase, whereas acquired capability is represented in the 
volitional stage. However, the emphasis on defeat and humiliation in the IMV is a notable 
difference to the IPT. In addition, the volitional phase is broader than just acquired capability, 
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encompassing factors such as access to means and imitation (e.g., social 
contagion/modelling; Klonsky, Saffer, & Bryan, 2018). 
In proposing the three step theory (3ST), Klonsky and May (2015) suggested that 
suicidal ideation arises from a combination of psychological pain and hopelessness about the 
pain. Differentiating the 3ST to theories such as Shneidman’s (1993) psychache theory, they 
emphasized the importance of simultaneous pain and hopelessness. Klonsky and May (2015) 
theorised that progression from suicidal ideation to attempts is predicted by dispositional 
(mostly genetic), acquired (e.g., habituation to pain), and practical (e.g., access to means) 
capability factors, whilst connectedness serves to protect against such progression. Their 
recognition that acquired capability is required for progression from suicidal ideation to 
attempts is consistent with the IPT. In contrast to the IPT, however, Klonsky and May (2015) 
argued for pain and hopelessness as the prominent drivers of suicidal ideation, stating that 
although perceived burden and thwarted belonging may cause pain and hopelessness there 
are also myriad other causes. Furthermore, they suggested that burden and thwarted 
belonging can be experienced without suicidal ideation.  
Joiner (2005) pioneered ideation-to-action frameworks, proposing the IPT. Compared 
to newer theories, the IPT has received extensive research interest. The IPT has been 
examined cross nationally and across a diverse range of populations including psychiatric 
inpatient and outpatients, forensic samples, undergraduates, and various age groups. Results 
of several meta-analyses (e.g., Chu et al., 2017; Ma, Batterham, Calear, & Han, 2016) 
indicate that the IPT has some merit, particularly insofar as that together thwarted belonging 
and perceived burden are significantly associated with suicidal ideation and risk beyond main 
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effects. In addition, together perceived burden, belonging, and acquired capability are 
associated with a larger number of suicide attempts (Chu et al., 2017).  
Limitations of the IPT are not specific to this theory, instead relating to most ideation-
to-action frameworks. Researchers have demonstrated modest effect sizes for interactions 
between key components, suggesting there may be other important variables not accounted 
for in the current models. Furthermore, these theories were intended to explain the occurrence 
of lethal or near-lethal suicide attempts. However there are very few studies utilising 
mortality as an outcome (Chu et al., 2017). Understandably, there are considerable challenges 
in examining suicide attempts, especially prospectively, and measurement of acquired 
capability is historically problematic (Chu et al., 2017). Despite this, Joiner (2005) advanced 
suicide research with his introduction of the IPT and consequently there is more research and 
empirical support for the IPT than other ideation-to-action theories. In addition, the IPT 
continues to exert a powerful influence in modern suicidality research and therefore it was 
chosen as the guiding suicide framework for use in the present study.   
 
Suicide in Mental Disorders 
In presenting the IPT, Van Orden et al. (2010) highlighted the close relationship 
between mental disorders and suicidality, explaining that approximately 95% of individuals 
who die by suicide experience some form of mental illness, and suggesting the remainder 
may experience subclinical variants of particular disorders. Investigations of mental 
disorders, comorbidity, and suicidal behaviour have found that depression is the most 
significant predictor of suicidal ideation, but not of planning or attempts. Instead, it is 
disorders characterised by anxiety or agitation (e.g., post-traumatic stress disorder; PTSD), or 
poor impulse control (e.g., substance use) that tend to predict planning and suicidal behaviour 
or attempt (Nock et al., 2010; Nock et al., 2013). Given these findings, Nock et al. (2013) 
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argue for two prominent mechanisms in the increased risk for suicide in mental disorders: an 
increased risk due to a strong desire for death, and an increased risk due to the higher 
likelihood of acting on suicidal thoughts. Consistent with the IPT, it could be theorised that 
depression is linked to perceived burden or thwarted belonging, and anxiety or agitation to 
acquired capability. Furthermore, in bivariate and multivariate analyses, panic disorder has 
been found to have a unique and significant association with suicide attempts (Nock et al., 
2010). More specifically, in panic disorder, cognitive symptoms such as derealisation 
(perceiving the surrounding world as unreal, dreamlike, or distant; American Psychiatric 
Association, 2013), and feeling like you might die, are more predictive of suicidal ideation 
than attempts. In contrast, symptoms of alpha adrenergic activation such as dizziness, nausea, 
and tingling/numbness are more predictive of suicide attempts than ideation (Rappaport, 
Moskowitz, Galynker, & Yaseen, 2014). This further emphasizes differences in the 
mechanisms that predict suicidal ideation, and progression from ideation to suicide attempts.  
Depressive Symptoms. Over time, the conceptualisation of and symptoms associated 
with depression have continually evolved. Early versions of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM) conceptualised depression to be an epiphenomenon of an 
underlying anxiety disorder, grouping psychotic depression with states of mania (Horwitz, 
Wakefield, & Lorenzo-Luaces, 2016). However, the introduction of the third edition of the 
DSM (DSM-III) saw depression conceptualised in an entirely different way, introducing a 
new category of depressive disorders distinct from psychotic disorders and anxiety disorders 
(Horwitz et al., 2016). In DSM-III major depressive disorder (MDD) was defined as 
involving either dysphoric mood or a loss of pleasure or interest in usual activities, present 
nearly every day for at least 2 weeks. Furthermore, for diagnosis, dysphoric mood or loss of 
interest/pleasure must be accompanied by at least four of eight additional symptoms 
(American Psychiatric Association, 1980). These symptoms included changes in appetite, 
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weight, sleep, sexual drive, energy, and ability to think or concentrate. Additional symptoms 
included psychomotor agitation or retardation, feelings of worthlessness, self-reproach, or 
excessive guilt and, importantly, recurrent thoughts of death or suicidal ideation or suicide 
attempt (American Psychiatric Association, 1980).  
In the latest DSM (DSM-5) depressive disorders are described as affective disorders 
characterised by the presence of sad, empty, or irritable mood (American Psychiatric 
Association, 2013). Suicidality continues to be listed as one of nine key diagnostic criteria; 
specifically, recurrent thoughts of death, recurrent suicidal ideation, and suicide attempts or 
specific plans (American Psychiatric Association, 2013). Consequently, suicidality and 
depression are commonly accepted to be intertwined constructs.  
Depressive symptoms and disorders, such as MDD, have a well-established 
relationship with suicidality, particularly suicidal ideation. Depression (diagnosed excluding 
suicidality criteria) is also one of the most robust predictors of suicidality, with 
approximately 25% of depressed individuals reporting suicidal ideation within the past two 
weeks (Goldney, Dal Grande, Fisher, & Wilson, 2003; Van Orden et al., 2010). MDD has 
been found to be the most dominant contributor to risk for suicidal ideation, with a 
population attributable risk (PAR) of 56.6% (Goldney et al., 2003).  
Depressive disorders are associated with thwarted belonging and perceived burden, 
the two key components in the development of active suicidal ideation, according to the IPT 
(Davidson, Wingate, Grant, Judah & Mills, 2011; Silva, Ribeiro, & Joiner, 2015; Van Orden 
et al., 2010). Specifically, depressive symptoms such as worthlessness, and resulting 
impairment such as hospitalisation, are theorised to lead to feelings of being a liability to 
others. In addition, depressive symptoms that lead to social withdrawal (e.g., anhedonia) and 
rejection may exacerbate perceptions of thwarted belongingness (Silva et al., 2015). 
Depressive symptoms are also a significant mediator of many distal suicidal risk factors 
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including bullying (Sampasa-Kanyinga, Roumeliotis, & Xu, 2014) and being a victim of 
perceived racism (Walker, Salami, Carter, & Flowers, 2014). 
Impulsivity. Impulsivity is an important characteristic of several mental disorders 
including substance use disorders and attention-deficit/hyperactivity disorder (ADHD; 
American Psychiatric Association, 2013), and is commonly associated with suicidal 
behaviour. Impulsivity is the term used to describe a range of behaviours characterised by 
urgency, sensation seeking, impaired self-regulation, and little forethought or consideration 
of consequences (Whiteside and Lynam, 2001). Trait impulsivity and disorders characterised 
by impulsivity are regularly linked to suicidality, with adolescents and adults higher in 
impulsivity more likely to engage in suicidal acts (Forcano et al., 2009; Gut-Fayand et al., 
2001; Ghanem et al., 2013). Approximately 25% of survivors of near lethal suicide attempts 
report having thought about their attempt for less than 5 minutes (Simon et al., 2001), further 
implicating impulsivity as a prominent predictor of individuals who are likely to act on 
suicidal thoughts.  
According to the IPT (Van Orden et al., 2010) there is a link between impulsivity and 
acquired capability for suicide, whereby impulsivity engages habituation or opponent 
processes regarding the pain or fear involved with serious self-harm. With repeated exposure 
to situations that are painful or invoke fear, it is theorised that individuals become 
accustomed to these feelings (habituation), such that they are no longer as painful and 
frightening as the initial experience (Van Orden et al., 2010). Solomon and Corbit (1974) 
proposed the opponent process theory to explain how experiences elicit not only a primary 
response such as fear, but also an antagonist response such as exhilaration, the latter of which 
becomes strengthened through the repeated exposure. Although the primary response remains 
stable, the strengthening of the antagonist response (the opponent process) leads to a net 
response where the primary response, the fear, is weakened. The interpersonal theory 
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proposes that impulsive individuals are more likely to engage in activities or behaviours (e.g., 
injecting drugs, physical fights, bungy jumping) that expose them to levels of pain or fear 
significant enough to elicit these opponent processes (Van Orden et al., 2010).   
Anxiety symptoms. Anxiety disorders are characterised by periods of excessive fear 
and anxiety, persisting beyond what is developmentally normative, in response to real or 
perceived threat (American Psychiatric Association, 2013). These disorders include, but are 
not limited to, social anxiety disorder, panic disorder, and generalised anxiety disorder 
(GAD). In addition to excessive anxiety and worry, other anxiety symptoms include 
restlessness, irritability, sleep disturbance, and panic attacks (American Psychiatric 
Association, 2013). These symptoms cause significant distress and interfere with general 
functioning including employment, education, and social interactions.  
Anxiety disorders have been occasionally linked to suicidal ideation and more 
frequently linked to suicide planning and attempts. After controlling for age, gender, and 
income, social anxiety in particular predicts thwarted belongingness, a key component in the 
development of suicidal ideation according to the IPT (Davidson et al., 2011). Moreover, 
approximately 70% of individuals with a lifetime history of suicide attempts are reported to 
have an anxiety disorder (Nepon, Belik, Bolton, & Sareen, 2010). Even after adjusting for 
sociodemographic variables, and comorbid disorders including mood, personality, and 
substance use disorders, anxiety disorders are significantly associated with lifetime suicide 
attempts (Nepon et al., 2010). Independently, panic disorder and PTSD are strongly related to 
lifetime suicide attempts (Nepon et al., 2010; Nock et al., 2010). Although PTSD is not 
strictly an anxiety disorder, in many cases, PTSD is best interpreted in an anxiety or fear 
based context (American Psychiatric Association, 2013).  
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Intolerance of Uncertainty 
 There are many well-established global risk factors for the development and 
maintenance of mental disorders, including genetic and biological factors such as family 
history of psychopathology, and environmental factors such as trauma exposure. In addition, 
individual differences in the perception and experience of certain physiological and mental 
states have been shown to play an important role in the development and maintenance of 
various disorders.  
The experience of uncertainty, and an inclination to avoid uncertainty, is theorised to 
play a pivotal role in the development and maintenance of anxiety and mood disorders 
(Gentes & Ruscio, 2011). Intolerance of uncertainty (IU) is defined as a dispositional 
characteristic that develops due to a set of negative beliefs about uncertainty and its 
associated consequences (Buhr & Dugas, 2009). Individuals who are intolerant to uncertainty 
respond negatively to ambiguity, due to their associating uncertainty with potential danger or 
discomfort (Gentes & Ruscio, 2011). High IU is hypothesised to lead to over-identification of 
potential threats and to a negative problem orientation (dysfunctional attitudes about one’s 
problem-solving ability; Freeston, Rhéaume, Letarte, Dugas, & Ladouceur 1994).  
IU is consistently shown to underlie a wide range of psychological disorders, 
particularly anxiety and mood disorders, and more recently, suicidality. More specifically, IU 
is significantly correlated with excessive worry, and intrusive or repetitive negative thoughts, 
in GAD, MDD, and OCD (e.g., Buhr & Dugas, 2009; Gentes & Ruscio, 2011; Freeston et al., 
1994). The ruminative or obsessive nature of these thoughts is theorised to be particularly 
relevant in the relationship of IU with GAD, MDD, and OCD (Gentes and Ruscio, 2011). 
There are few known studies investigating how IU may be linked to suicidality, particularly 
in these clinical populations. Ciarrochi, Said, and Deane (2005) found that following stressful 
life events, IU appears to exacerbate symptoms of depression and anxiety. In addition, they 
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In summary, the IPT of suicide is a prominent framework for understanding risk 
factors, and for understanding progression from passive suicidal ideation through to lethal 
suicide attempts (Van Orden et al., 2010). In contrast to epidemiological models that use 
mental disorders as predictors, the IPT outlines perceived burdensomeness, thwarted 
belongingness, hopelessness, and acquired capability as the key risk factors for suicidality. 
Research investigating suicide in mental disorders such as depression, anxiety, and impulsive 
disorders provides support for the ideation-to-action frameworks such as the IPT, because 
evidence shows that a single process cannot explain the connection these disorders have with 
suicide. Specifically, in some disorders, risk is reflected in a strong desire for death (due to 
perceived burden, thwarted belonging, or both). In other disorders, particularly those where 
impulsivity is prominent, there is a greater likelihood of acting on suicidal thoughts (acquired 
capability). In addition, individual differences in developmental mechanisms (such as IU) 
that underlie many different mental disorders have also been linked to suicidality, and may be 
viewed as ubiquitous risk factors for suicidality.  
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CHAPTER 2: Schizophrenia Spectrum Disorders, Schizotypy, and Suicide 
Introduction 
Individuals with schizophrenia spectrum disorders are consistently shown to be at 
increased risk for suicidal ideation and behaviour when compared to the general population 
(Hor & Taylor, 2010; Joiner, Gencoz, Gencoz, Metalsky, & Rudd 2001; Kwapil, Gross, 
Silvia, & Barrantes-Vidal, 2013). For individuals with schizophrenia, the lifetime risk of 
suicide is approximately 5% (Hor & Taylor, 2010). The rate of suicide (per 10,000 person 
years at risk) has been reported as 3.98 deaths compared with 0.51 deaths in the general 
population (Hayes, Marston, Walters, King, & Osborn, 2017). 
Schizophrenia spectrum disorders are characterised predominantly by signs and 
symptoms across five key domains: hallucinations, delusions, disorganised thinking, 
disorganised or abnormal motor behaviour, and negative symptoms. Prominent negative 
symptoms include diminished emotional expression, avolition, and anhedonia (American 
Psychiatric Association, 2013). Several of these symptoms, including suspiciousness, 
paranoid delusions, agitation, and negative symptoms, are particularly associated with an 
increased risk of suicidality (Ventriglio et al., 2016). In schizophrenia and first episode 
psychosis (FEP), the risk of suicide is particularly high during the first year of illness or 
where there is less social support or higher social impairment (Ventriglio et al., 2016). 
Adequate treatment, including adherence to medication and treatment for comorbidity 
(especially depression and substance use), is the only protective factor in respect of suicide 
risk consistently identified in empirical research (Hor & Taylor, 2010).  
 
Schizotypy  
Meehl (1964) constructed a checklist of signs and symptoms, for the purpose of 
identifying individuals with latent or sub-clinical schizophrenia, schizoid personality, or 
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schizophrenia in remission. Collectively, these states and conditions are now more commonly 
referred to as schizotypy, a latent psychological organisation representing schizophrenia risk. 
Meehl (1989) depicted schizotypy as an inevitable outcome of schizotaxia, an inherited brain 
dysfunction that an individual either does or does not possess. He portrayed schizotypy as a 
quasi-dimensional construct with several possible phenotypic outcomes. In contrast, Claridge 
(1997) and others (e.g., Nelson, Seal, Pantelis & Phillips, 2013) have argued that schizotypy 
has a multidimensional structure with variation at the latent and the phenotypic levels. In both 
models, schizotypy is construed as liability for schizophrenia, with varying levels of severity 
and persistence across a range of symptoms, such as psychotic experiences (Lenzenweger, 
2015; Rossler, Ajdacic-Gross, Rodgers, Haker, & Muller, 2016). Meehl’s and Claridge’s 
models contrast, however, insofar as Meehl viewed schizotypy itself as a psychopathological 
outcome but Claridge did not. Variation in severity may be due to a number of environmental 
influences or nonspecific polygenic attributes, including anxiety proneness, social 
introversion, and cognitive-perceptual parameters (Meehl, 1989). It is thought that these 
environmental and nonspecific attributes interact negatively with the underlying liability 
(schizotaxia) to produce clinical and subclinical phenotypes that characterise schizotypy 
(Lenzenweger, 2006).  
The characteristics of schizotypy may be positive or cognitive-perceptual in nature 
(e.g., hallucination and delusion experiences), negative or interpersonal in nature, or 
disorganised in nature (Raine et al., 1994). These distinct clusters of characteristics are 
reflective of the range of symptoms experienced in schizophrenia spectrum disorders. 
However, schizotypy is substantially more prevalent in the general population than 
schizophrenia. Despite this, it is estimated that approximately 70% of those who are 
schizotypal remain prodromal, that is, they do not develop schizophrenia spectrum disorders 
(Lenzenweger, 2015).  To clarify, here I use schizotypy to refer to all individuals that display 
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at least a baseline level of schizotypy traits or characteristics. Therefore, this group includes 
individuals at increased risk for, and those with, schizophrenia spectrum disorders. 
Schizophrenia spectrum disorders will refer to those individuals who have experience a 
significant level of psychotic symptoms, consistent with a diagnosable mental disorder.  
In his schizotypy checklist, Meehl outlined 25 traits to be used in investigating 
suspected schizotypy, where the individual does not meet diagnostic criteria for 
schizophrenia spectrum disorders. Many of Meehl’s 25 traits have been thoroughly 
researched and are well supported in literature. For example, body image aberrations, magical 
ideation, anhedonia and intense ambivalence are all attributes that have been empirically 
validated, and continue to be reliable and well-established indicators for identifying 
individuals with schizotypy (e.g., Blanchard, Collins, Aghevli, Leung, & Cohen, 2009; 
Kwapil, Raulin, & Midthun, 2000; Lenzenweger, 2006). For other symptoms however, there 
is an absence of evidence regarding how indicative they are of schizotypy or schizophrenia 
risk. Included in this less supported group is what Meehl referred to as suicidal dread.  
When investigating suicidality, well established features of schizotypy should be 
taken into consideration, for example, intense ambivalence. Intense ambivalence is described 
by Meehl (1964) as having both strong negative and strong positive feelings about an object 
or activity that occur either simultaneously or are rapidly interchangeable. Ambivalence is a 
core feature of schizotypy and is present across the scope of positive, negative, and 
disorganised schizotypal dimensions (MacAulay, Brown, Minor, & Cohen, 2014). 
Schizotypal ambivalence is multifaceted and has been demonstrated to present as three 
separate types: interpersonal ambivalence, indecision-insecurity, and contradictory feelings. 
Interpersonal ambivalence describes ambivalence in interpersonal or social relationships, 
whereas indecision-insecurity relates to self doubt about particular actions. Contradictory 
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feelings characterises emotional conflict, or the idea that an individuals thoughts and feelings 
are often incongruous (MacAulay et al., 2014). 
 
Schizotypy and Suicide. Meehl (1964) identified several expressions of suicidality 
that may be characteristic of schizotypy including suicide attempts, suicide dread, and 
chronic suicidal ideation. To serve as a characteristic of schizotypy, Meehl (1964) specified 
that suicidality should be chronic, and explained that a history of suicidal preoccupation, 
particularly in the absence of acute distress (including episodes of depression or anxiety) is 
strongly indicative of schizotypy.  
Positive features in schizotypy and schizophrenia spectrum disorders predict suicidal 
ideation, independent of symptoms of depression (Bornheimer, 2016). Furthermore, 
individuals with positive schizotypy (cognitive-perceptual) are at an increased risk of making 
a suicide attempt compared to individuals with negative schizotypy (Kwapil et al., 2013). 
There are several factors that interactively and independently contribute to this increased risk 
of suicide, including the content of the positive symptom or feature, lack of social support, 
treatment non-compliance, and good insight (Siris, 2001). Insight describes the degree of 
awareness and understanding an individual has regarding their illness, symptoms, treatment, 
and psychosocial functioning (Lalova et al., 2013). Greater insight is associated with low 
mood, depression, and suicide attempts in schizophrenia spectrum disorders (Ampalam, 
Deepthi, & Vadaparty, 2012; Hor & Taylor, 2010). Auditory hallucinations are an example of 
a positive symptom with content that can increase suicide risk. Of those who experience 
auditory hallucinations, up to 74% experience command hallucinations, the content of which 
often involves themes of harm to the self or others (Braham, Trower, & Birchwood, 2004). 
Compliance with auditory command hallucinations is linked to elevated voice malevolence, 
symptom severity, and the belief that there are consequences for non-compliance 
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(Barrowcliff & Haddock, 2010). Therefore, individuals with schizotypy or schizophrenia 
spectrum disorders who experience auditory command hallucinations regarding self harm, 
could be expected to be at higher risk for suicide than those who do not experience command 
hallucinations. Positive symptoms are hypothesized to increase suicide risk through their 
relationship with depressive symptoms, such as low mood and hopelessness, which may 
occur as a result of experiencing these types of symptoms (e.g., hallucinations and delusions; 
Bornheimer, 2016).  
Suicidality is reportedly associated with interpersonal and disorganised schizotypy 
characteristics, though, these relationships may result from the involvement of a third 
variable, such as depressive symptoms or impulsivity. Interpersonal and disorganised features 
distinguish individuals with schizophrenia spectrum disorders who have made a previous 
suicide attempt, from those who have not (Teraishi et al., 2014). However, depressive 
symptoms and low self-esteem have been shown to mediate the relationship between 
interpersonal schizotypy and lifetime worst-point suicidal ideation (Jahn et al., 2016). As 
with suicidal ideation, the observed relationship between interpersonal schizotypy and 
lifetime suicide attempts is also significantly attenuated by controlling for other risk factors 
(including depression; Jahn et al., 2016). In addition, hopelessness has been found to mediate 
the relationship between symptoms of depression and suicidal ideation in individuals with 
schizophrenia spectrum disorders (Bornheimer, 2016).   
Impulsivity predicts suicide attempts and general and social functioning across the 
schizotypy spectrum (Nanda et al., 2016). In patients with schizophrenia spectrum disorders, 
reports of higher rates of suicide attempt are associated with higher trait impulsivity scores 
and impulsive response scores respectively (Gut-Fayand et al., 2001, Swann et al., 2005). 
This relationship suggests impulsivity is a significant moderator of clinical outcomes in 
individuals with schizophrenia spectrum disorders (Nanda et al., 2016).  
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Collectively, the aforementioned findings demonstrate a strong interaction between 
cognitive perceptual features of schizotypy (including schizophrenia spectrum disorders) and 
suicidality. Positive attributes in schizotypy predict increased risk for both suicidal ideation 
and attempts. The relationships of suicidality with interpersonal and disorganised attributes 
are more complex, likely involving a third variable such as depressive symptoms or 
impulsivity. The last of these findings may be particularly important for understanding 
suicidality in schizotypal individuals who have co-occurring mental disorders.  
 
Schizotypy and Co-occurring Mental Disorders 
 Many of those who are schizotypal experience co-occurring mood, anxiety, and 
substance use disorders, with several features being identified as symptomatic of schizotypy 
as well as of other disorders (Lewandowski et al., 2006). Specifically, depressive symptoms, 
such as anhedonia and hopelessness, as well as anxious arousal are commonly observed in 
schizotypy and are identified within Meehl’s (1964) checklist. In individuals at high risk for 
schizophrenia spectrum disorders, anxiety, depression, and substance use predict suicidality, 
engagement in self-harm behaviours, and impaired global functioning (Buckley, Miller, 
Lehrer, & Castle, 2009; Fusar-Poli, Nelson, Valmaggia, Yung, & McGuire, 2012). Higher 
levels of anxiety are associated with greater hallucinations, withdrawal, and depression, 
whereas substance abuse is associated with more positive features (and symptoms), relapse of 
psychosis, heightened risk of violence and incarceration, and greater propensity to 
antipsychotic-related side effects (Buckley et al., 2009; Lysaker & Salyers, 2007). The 
prevalence of anxiety disorders in at risk individuals is estimated to be from 8% to 15%, with 
OCD and social phobia being the most frequently identified anxiety disorders. However, co-
occurring depressive and substance use disorders are the most prevalent with approximately 
40% of at risk individuals having a depressive disorder, and 47% experiencing a substance 
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use disorder at some stage in their lifetime (Achim et al., 2009; Buckley et al., 2009; Fusar-
Poli et al., 2012). Like suicidality, the relationship between schizotypy and these co-
occurring disorders has been found to be specific to positive (cognitive-perceptual) 
schizotypy (Kwapil et al., 2013).  
 
Suicidal Anticipation and Dread 
Suicidal dread is the second of Meehl’s suicide-related features of schizotypy. 
Suicidal dread can be understood as an individual reporting an intense fear of killing his or 
herself, such that they may take embarrassing or inconvenient overt action to prevent being in 
a situation where suicide would be easily achievable. This could include actions such as 
throwing away sleeping pills, selling a firearm, or making an urgent appointment with a 
health professional regarding suicidal intent (Meehl, 1964). Suicidal dread is not known to 
have been investigated since the construction of Meehl’s (1964) checklist. There is no 
additional discussion of suicidal dread in Meehl’s writings, and literature searches from 1960 
onward in the PsycInfo, Web of Science, and Google Scholar databases yielded no instances 
of discussion of this. Therefore, it is not currently known how this concept relates to current 
theories of either schizotypy or suicide. 
Dread is something that is felt in response to an extreme reluctance to meet or face a 
particular event – an emotional reaction to the anticipation (Merriam-Webster, 2017). To be 
able to dread suicide, an individual must first anticipate that they will die by suicide. This 
idea is similar to the concept of anticipating a painful event, and the associated negative time 
preference observed for anticipation of future pain. The perception of suicide as an inevitable 
outcome, and the anticipation of it, represents a critical prerequisite for the experience of 
suicidal dread. Much like anticipating a painful or aversive experience, such as a trip to the 
dentist, often the prolonged wait or anticipation can become aversive. Research into dread 
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and the anticipation of pain suggests that, when taking into account the dread experienced 
while waiting for a painful event, the expectation of a prolonged period of dread can become 
equally or even more aversive than the unpleasantness of the pain itself (Story et al., 2013). 
Put simply, the longer the painful event is delayed, the more unpleasant the anticipation 
becomes due to long-drawn-out feelings of dread. This dynamic is theorised to drive people 
toward an action or event that induces fear when the alternative–the prolonged dread of the 
inevitable–is more distressing (Story et al., 2013).  
The idea that dread can become intolerable is supported by studies showing that when 
faced with pain, such as from an electric shock or the dentist, most people choose to face the 
painful event as soon as possible (Harris, 2012; Story et al., 2013). In these studies, 
researchers also found that the longer the delay is, the more likely it is that a person will opt 
for an earlier shock over a later one, a concept known as “exponential dread”. Furthermore, 
some participants dread the pain or aversiveness of the event so much that they will opt for a 
stronger shock sooner, over a milder shock later. These individuals who opt for a ripping-off-
the-Band-Aid approach are labelled extreme dreaders (Story et al., 2013). The negative time 
preference or exponential dread dynamic observed by Story et al. (2013) has been 
demonstrated in response to both real and hypothetical pain. Like extreme dreaders, 
schizotypal individuals may be drawn toward suicidal behaviour due to the significant 
aversiveness of anticipating it as inevitable, while imagining a period of prolonged fear. 
Furthermore, this potential relationship may be exacerbated by factors such as IU. 
Suppression of dread in suicide. It is sometimes thought that for a suicide attempt to 
occur, dysphoric emotions such as dread must be suppressed. Dread of a painful event can be 
significantly attenuated by using framing effects to portray the pain as a way to relieve an 
imagined more severe pain (Story et al., 2013). This finding may be particularly important for 
individuals dreading pain involved with suicide. In contrast to the idea of intolerable dread, 
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Spiegel and colleagues (1963; 1967) theorised that for a lethal suicide attempt to occur, the 
individual must be able to inhibit suicidal dread, which otherwise acts as a protective 
mechanism. Their analyses of hospital patient notes showed marked differences in the way 
doctors described the psychological state of patients in the period preceding their suicide, 
compared with matched controls in the same hospital. Specifically, patients who went on to 
commit suicide were described using more non-dysphoric adjectives such as calm, cheerful, 
and pleasant (Keith-Spiegel & Spiegel, 1967). Additional analyses of genuine versus fake 
suicide notes showed genuine notes to be less explicit and contain fewer mentions of suicide 
and its synonyms, more instructions for the reader, and more disorganisation (Spiegel & 
Neuringer, 1963). Collectively, these findings were suggested to support the notion that for a 
lethal suicide attempt to occur, a change in affective state, such that dysphoric emotions like 
dread are supressed, is required.  
Particularly in depressed individuals, changes in affective state (specifically mood or 
energy lifting) are often identified in common clinical lore as a risk factor for increased 
suicide risk. For example, Meehl (1973) recalled discussing with a medical trainee, a patient 
with psychotic depression who had committed suicide. When asked why the patient had been 
allowed to return home for the weekend, the student reported that the patient’s depression had 
lifted considerably. In response Meehl informed the student that psychotically depressed 
patients are most likely to kill themselves when depression is lifting. Despite this, mood 
lifting prior to suicidal behaviour is difficult to investigate and is therefore scarce within 
current literature. However, the mechanism is thought to be about improved motivation or 
energy as when severely depressed, individuals may lack the energy to achieve their goal. 
Joiner, Pettit, and Rudd (2004) aimed to provide some empirical evidence for this idea, 
investigating suicide risk in individuals reporting increased energy, mood, or self-esteem in 
the context of persistent depressive symptoms. It was concluded that those who have 
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incomplete remissions of any kind appear to be at higher risk for suicidality, not just those 
with improved mood. In contrast to findings regarding the negative time preference often 
observed for painful events, Joiner et al.’s (2004) findings imply that feelings of dread 
towards suicide may serve as a protective mechanism, instead of a risk factor for increased 
suicidality.  
Rudd’s (2006) fluid vulnerability theory (FVT), a theory focussing specifically on 
how to assess suicide risk in practice, may provide further insight as to how dread of suicide 
may be protective. Specifically, Rudd (2006) theorised that risk of suicide can be 
conceptualised as an acute activation of an individual’s suicide mode. The suicide mode is 
posited to have four key components: the suicide belief (cognitive) system, physiological and 
affective systems, and a behavioural (motivational) system. The suicide belief system 
incorporates all aspects of information processing including beliefs about the self, others, and 
the future. Rudd (2006) theorised that an individual’s suicide belief system may incorporate 
core beliefs that suicide would not be considered under any circumstances, or, core beliefs 
centred around four primary themes: unlovability, helplessness, poor distress tolerance, and 
perceived burdensomeness. Rudd (2006) further hypothesised that a patient who improves in 
one area (system) should have a decreased vulnerability to suicide, however if there is a low 
threshold for activation in any given system then progress could be limited in another. For 
example, improvement in physiological symptoms of depression could be challenged by an 
easily activated suicide belief system. Rudd (2006) posited that this counterbalancing would 
explain heightened suicide risk in individuals with depression observed to have 
improvements in mood and affect or in physiological symptoms. 
In the context of the IPT, the aforementioned findings regarding suppression of dread 
may be understood by considering both the interpersonal constructs, and the idea of acquired 
capability. Rudd’s (2006) idea of a suicide belief system (one aspect of the FVT) is closely 
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tied to the interpersonal constructs of belonging and burden outlined in the IPT. In particular, 
core beliefs of burdensomeness and unlovability. The IPT further outlines that even when 
suicidal ideation is present, fear of death and fear of the act of suicide itself prevents these 
individuals from making a suicide attempt (Van Orden et al., 2010). To progress from passive 
suicidal ideation to making a specific plan or attempting suicide, the individual must have a 
lowered fear of death. Therefore, mood lifting could also be conceptualised as relating to a 
decrease in the fear of suicide. If an individual no longer experiences a sense of dread when 
contemplating suicide, they are likely to be at an increased risk for acting on suicidal 
thoughts. In support of this relationship, fearlessness about death is strongly associated with 
self-reported acquired capability, and with a history of suicide attempts (Meerwijk & Weiss, 
2018; Van Orden, Witte, Gordon, Bender, & Joiner, 2008).  
Intolerance of uncertainty. IU causes individuals to respond negatively to ambiguity 
due to their association of uncertainty with potential danger or discomfort (Gentes & Ruscio, 
2011). IU is associated with over-identification of potential threats (Freeston, et al., 1994). IU 
has also been linked to psychotic symptoms and may exacerbate both symptoms and general 
distress. Individuals at high risk for psychosis demonstrate a jumping-to-conclusions 
reasoning style, that is, the inclination to make judgements on the basis of less information, 
particularly during high demand tasks (Broome et al., 2007). Jumping to conclusions has 
been associated with impaired working memory, intolerance of uncertainty, and 
subsequently, severity of abnormal beliefs (Broome et al., 2007). Furthermore, IU is 
associated with psychosis-related distress and negative beliefs about auditory hallucinations 
and paranoia. Specifically, IU is positively correlated with loss of control and metaphysical 
beliefs about auditory hallucinations and paranoia, where metaphysical beliefs are those 
involving themes of spirituality, badness, punishment, harm, and power (Morrison, Nothard, 
Bowe, & Wells, 2004; White & Gumley, 2010).  
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IU is relevant to anticipation of future pain, including that related to suicidality, as it 
may play a role in driving the negative time preference (choosing to undergo the event sooner 
rather than later to avoid a prolonged period of anticipation) observed for painful events. 
Specifically, uncertainty about the event itself, level of pain, and final outcomes may cause 
individuals high in IU to overestimate the threat or pain involved with suicidal behaviour or 
thoughts, or underestimate their ability to cope, resulting in suicidal dread. Individuals who 
score highly on measures of IU may therefore be expected to experience higher levels of 
suicidal dread than individuals with low IU scores. Alternatively, changes in affective state 
preceding a suicide attempt may reflect a transition from uncertainty to certainty due to 
having made the decision to die. For example, not knowing when distress will end to making 
a specific plan. 
Lastly, IU may play a role in suicide more distally. Given the relationship between IU 
and psychotic symptoms, IU may exacerbate suicidal thoughts or behaviours in schizotypy. 
In addition, IU may be a significant factor in the maintenance of co-occurring depression or 
anxiety symptoms, and be associated with suicidal anticipation and dread through alternate 
pathways such as these.  
 
Summary 
 In summary, schizophrenia spectrum and other psychotic disorders are characterised 
by abnormalities in five key domains including hallucinations, delusions, disorganised 
thinking and motor behaviour, and negative symptoms (American Psychiatric Association, 
2013). Schizotypy is a latent psychological organisation representing risk for schizophrenia 
that is associated with various features, not unlike those observed in schizophrenia spectrum 
disorders (Meehl, 1964). Both those with schizotypy and those with schizophrenia spectrum 
disorders are consistently shown to experience high levels of suicidality (e.g., Bornheimer, 
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2016; Kwapil et al., 2013). Rates of suicidality are such that Meehl (1964) identified suicide 
attempts, chronic suicidal ideation, and suicide dread as being characteristic of schizotypy.  
Suicidal dread refers to the circumstance where an individual has an extreme fear of 
future suicidality but anticipates it is likely. There are two prominent conceptualisations of 
dread that are relevant to consider. Firstly, that dread is an intolerable state that drives an 
individual closer to the feared event (suicide). In addition, IU may contribute to this 
conceptualisation, such that suicide reflects a transition from uncertainty to certainty. 
Secondly, that dread of suicide is protective and therefore must be suppressed for an 
individual to acquire the lowered fear of death necessary for progression from passive 
suicidal ideation to planning or attempting suicide. There is an apparent lack of research into 
Meehl’s notion of suicide dread in schizotypy, and therefore these conceptualisations of 
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CHAPTER 3: The Present Study 
Introduction 
 The idea that an individual could anticipate a future suicide attempt, yet have feelings 
of immense fear or dread toward suicide is intriguing. Whether suicidal dread is a trait that 
distinguishes schizotypy from the absence of schizotypy, and in what ways, remains to be 
seen. Given the high rates of comorbidity and overlap with symptoms of anxiety, mood, and 
substance use disorders, it is also possible that anticipation and consequently dread of suicide 
is more directly associated with other forms of psychopathology. Anxiety and depression 
share some common risk factors including intolerance of uncertainty that should not be 
overlooked when investigating possible relationships with suicidal anticipation and dread. 
Furthermore, anxiety, depression, and impulse control disorders, all have robust relationships 
with increased risk for suicidality. It is therefore pertinent to begin to explore the concept of 
suicidal dread and to seek to disentangle it from related concepts. This investigation involves 
construction of a measurement tool for suicidal dread, review of similar concepts or 
symptoms within other disorders, and consideration of whether suicidal dread is better 
conceptualised as a manifestation of some other more established feature of schizotypy.  
 
Measurement of Anticipation and Dread  
When considering suicidal dread, firstly, it must be established whether or not an 
individual anticipates that there is a significant chance that they will die from suicide at some 
point in the future. Importantly, schizotypal individuals may predict that it is likely they will 
one day die from suicide, despite a lack of any significant suicidal ideation or desire for 
death. Following this, their emotional reaction to this prediction can be considered. 
According to Meehl (1964), an individual suffering suicidal dread may report a fear of 
suicide so intense that it can be conclusively labelled dread. Furthermore, the individual will 
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report taking overt action, or engaging in checking behaviours, to prevent or avoid 
opportunities for self-harm or suicide (Meehl, 1964). The frequency of performing these 
protective behaviours may be particularly indicative of the severity of suicidal dread. In 
addition, protective behaviours may significantly interfere with an individual’s ability to 
carry out day-to-day functions, such as maintaining employment or social relationships. Due 
to the lack of previous investigation into suicidal dread, there are no existing measurement 
tools and therefore a brief questionnaire was designed for the purposes of the present study.  
 
Anticipation and Dread in Obsessive Compulsive Disorder (OCD) 
Given suicidal dread in schizotypy is a somewhat novel concept, it is useful to 
consider similar traits in other disorders, both for measurement purposes, and to consider 
alternative explanations for individual experiences (for example, co-occurring mental 
disorders). For this reason, harm, or aggression obsessions in OCD were reviewed. 
OCD is an anxiety disorder characterised by the presence of obsessions, compulsions, 
or both. Obsessions are intrusive thoughts, urges, or images, and compulsions are behavioural 
or mental rituals (American Psychiatric Association, 2013). Obsessions and compulsions are 
persistent, excessive, and often senseless, causing significant distress and interfering with the 
individual’s ability to carry out normal day-to-day activities (American Psychiatric 
Association, 2013). Several distinct symptom dimensions or subtypes of obsessive-
compulsive symptoms (OCS) have been identified. The most common of these are: 
contamination or decontamination, symmetry (including repeating, ordering, counting, and 
arranging), forbidden or taboo thoughts (including religious, sexual, and aggressive), and 
harm or aggression (to self or others; American Psychiatric Association, 2013). Harm or 
aggressive obsessions (and aggressive forbidden thoughts) includes a fear that the individual 
may harm themselves or act on an unwanted impulse. Harm or aggressive compulsions may 
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include behaviours such as checking to see if they have hurt themselves (for example, after 
handling a sharp object) or taking measures to prevent or avoid harm coming to them (such 
as refusing to handle sharp objects; American Psychiatric Association, 2013). Up to 45% of 
individuals with OCD report aggression obsessions of some kind (Pinto et al., 2008). These 
fears and behaviours observed within the harm or aggression OCD subtype are analogous to 
the description of suicidal dread outlined by Meehl (1964).  
Harm obsessions and compulsions in OCD are more common in males than females 
and are consistently associated with comorbid major depression, generalised anxiety disorder, 
certain phobias, and alcohol or substance use (Hasler et al., 2005; Brakoulias et al., 2013). 
Furthermore, they have been linked to schizotypy features and to aspects of suicidality. 
Individuals who report a fear of harming themselves or others, either accidentally or due to 
an overwhelming impulse, report more perceptual distortions and magical ideation than 
individuals with other subtypes of OCD (Tolin, Abramowitz, Kozak, & Foa, 2001). In 
patients with comorbid OCD and schizophrenia spectrum disorders, aggression obsessions 
are the most common type of obsession (44% of patients; Faragian, Pashinian, Fuchs, & 
Poyurovsky, 2009) and are associated with other symptom severity and functional 
impairment (DeVylder et al., 2012). The presence and severity of aggression obsessions are 
associated with suicidal ideation in individuals with and without symptoms of schizophrenia 
spectrum disorders (Balci and Sevincok, 2010; DeVylder et al., 2012). However, although a 
significant level of dysfunction may be observed in individuals reaching diagnostic 
thresholds, it is not necessary for suicidal dread to be considered of importance.  
 
Dread and Theories of Suicide and Schizotypy 
There are several pathways through which suicidal dread may be associated with 
other aspects of suicidality and with schizotypy. Psychological theories suggest that suicide 
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and schizotypy are independent of each other, whereas Meehl (1964) postulated that 
suicidality, including suicide dread, was an inherent part of schizotypy. That is, suicidality 
may occur on a continuum of increasing severity in all individuals with schizotypy. 
Alternatively, suicide dread may be related to schizotypy and other aspects of suicidality 
through an association with some other co-occurring mental disorder.   
As discussed in Chapter 1, the IPT is a well-supported model of suicide risk, and it 
has been demonstrated to explain a greater proportion of variance than epidemiological 
models that use mental disorders as the key predictors (Christensen, Batterham, Soubelet, & 
Mackinnon, 2013). Within such theories, the vast array of suicide risk factors, including 
schizotypy, are viewed as distinct from suicidal thoughts and behaviours. According to the 
IPT perceived burdensomeness, thwarted belongingness, and acquired capability are the key 
mechanisms through which suicidality develops, and therefore all risk factors are either 
causes or consequences of these constructs. Well documented risk factors are individually 
linked to one or more of these constructs to explain their relationship with increased suicide 
risk. For example, social isolation causes individuals to feel unsupported and disconnected 
from others, leading to thwarted belongingness, and unemployment is linked to perceived 
burdensomeness when the individual perceives they are a liability to themselves or others. 
Additionally, experiences such as childhood maltreatment and combat exposure are 
associated with acquired capability for suicide through habituation to painful and provocative 
stimuli (Van Orden et al., 2010). For individuals with schizophrenia and other psychotic 
disorders, suicide risk is associated with perceived burdensomeness and acquired capability 
for suicide (Silva et al., 2015), and hopelessness mediates relationships between depressive 
symptoms and suicidal ideation (Bornheimer, 2016). 
From an epidemiological viewpoint, suicidal dread could be speculated to be 
indirectly associated with suicidality through some other established risk factor. One possible 
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example is that the anticipation of suicide in the absence of a desire for death may be 
associated with acquired capability, however the relationship could be mediated by 
impulsivity. Specifically, an individual may predict that there is a chance they will attempt 
suicide if they know they have a history of acting impulsively on certain thoughts or in 
uncertain situations.  
A second possible association between dread and suicide is that an individual may 
predict if they were to find themselves in a particularly aversive position, such as suffering a 
debilitating, degenerative illness, that suicide would be an option to contemplate. Suicide 
could be an option that the individual may dread but still consider a likely option given the 
circumstances. In this case, it could be hypothesized that the individual could be predicting a 
response to a hypothetical situation where they anticipate feelings of burdensomeness and 
hopelessness. In considering Rudd’s (2006) FVT and the suicide belief system, the individual 
may have underlying core beliefs that would allow them to consider suicide if they found 
themselves in a situation of perceived burden, or if they felt helpless to change their situation.  
Alternatively, given the high prevalence of comorbid mood and anxiety disorders in 
schizotypy, and their well-documented relationship with suicidality, these disorders present 
another pathway through which suicidal anticipation and dread may be associated with 
schizotypy. Mood and anxiety disorders share common risk factors for development and 
maintenance including IU. In this regard, the presence of suicidal anticipation and dread may 
be associated more directly with these constructs if they are found to be common in 
schizotypy. Any associations between schizotypy and anticipation of suicide could therefore 
be predicted to be mediated by symptoms of either one or more of these disorders, or 
underlying mechanisms such as IU.  
In contrast to epidemiological views, Meehl implied that suicide is a feature of 
schizotypy and, therefore, it is possible that the two frequently co-occur because they are 
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fundamentally related. As discussed earlier, Meehl (1964) outlined that a chronic history of 
suicidal preoccupation, particularly in the absence of acute distress (including episodes of 
depression or anxiety), is strongly characteristic of schizotypy. Therefore, anticipating a 
future suicide attempt could be directly linked to some aspect of schizotypy. If suicidal dread 
were found to be related to schizotypy irrespective of other risk factors, Meehl’s concept of 
suicidal dread would be substantiated. 
Alternatively, it is possible that suicide is an instance of some more generalised, 
inherent component of schizotypy, such as intense ambivalence. Given the strong, well-
established relationship between schizotypy and ambivalence, suicidal dread could be viewed 
as a manifestion of schizotypal ambivalence. The dual attraction and resistance to suicidality 
may help to explain why schizotypal individuals may anticipate they will one day attempt 
suicide despite an overwhelming fear or dread of suicide.  
 
The Present Study 
In the proposed study, my aim is to define the relationship between schizotypy and 
suicide, particularly suicide dread. Specifically, I will characterise suicide dread and then 
investigate of the cognitions and emotional reactions related to anticipation of suicide. 
Second, I will investigate whether suicidal anticipation and dread are uniquely linked to any 
of the three key attributes of schizotypy. Lastly, I will investigate whether depressive 
symptoms, anxiety symptoms, impulsivity, or IU mediate the relationship of schizotypy with 
anticipation and dread of suicide.  
Given that cognitive perceptual schizotypy predicts suicidal ideation independent of 
symptoms of depression, it is hypothesized that any relationships between schizotypy and 
suicidal dread will not be mediated by depressive symptoms. In contrast, given the 
established relationships between anxiety and impulsivity with suicidality and schizotypy, 
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and how these features exacerbate cognitive perceptual features, it is hypothesized that 
anxiety and impulsivity will prove to be significant mediators. Furthermore, a similar concept 
is observed in OCD, which is one of the most common co-occurring (anxiety-based) mental 
disorders in schizotypy.  
It is also hypothesized that IU will mediate relationships between schizotypy and 
suicidality, including suicidal dread. Like anxiety and impulsivity, IU has been linked to 
exacerbation of symptoms in schizophrenia spectrum disorders. In addition, IU is associated 
with dysfunctional attitudes about one’s problem-solving ability and is thought to underlie a 
range of mental disorders including anxiety and mood disorders. In sum, the weight of the 
evidence regarding relationships between suicidality and mental disorders commonly co-
occurring in schizotypy, implies suicidal dread is unlikely to be associated with schizotypy 





 Participants (n = 350) were recruited through Amazon’s crowd sourcing website 
Mechanical Turk (MTurk). MTurk has been shown to reach a diverse population with 
samples providing a good representation of the general United States (US) population 
(Goodman, Cryder, & Cheema, 2013). Eligible participants were those who were aged 18 to 
25, located in the US, and a previous task approval (accuracy) rate of 90% or more. The 
present study sample consisted of 164 male and 186 female participants aged 18 to 25 (M = 
22.31, SD = 1.62), of whom 340 were United States born. Ethnicity data were collected using 
a free text field, therefore participants could choose to report multiple ethnicities. The 
dominant ethnic groups participants reported include White/Caucasian (n = 205), African 
American (n = 28) and Black (n = 18), Hispanic/Latino (n = 24), Asian (n = 32), American 
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(not further defined; n = 10) and Native American (n = 4), and other (unspecified) ethnicities 
(n = 12). A further 3 participants reported no ethnic affiliation while 52 participants reported 
identifying with 2 or more ethnic groups. All participants provided informed consent and 
were compensated $6.00 USD for their time. The study was reviewed and approved by the 
University of Otago Human Ethics Committee (Health). 
 
Measures 
 A range of measures were used to collect data in the present study. The Columbia – 
Suicide Severity Rating Scale (C-SSRS), Suicidal Dread Questions (SDQ), and the Suicidal 
Behaviors Questionnaire – Revised (SBQ-R) were included as measures of suicidality. The 
Schizotypal Personality Questionnaire (SPQ) and the Schizotypal Ambivalence Scale (SAS) 
were included as measures for features of schizotypy. Lastly, the Barratt Impulsiveness Scale 
11 (BIS-11), the Depression Anxiety Stress Scale (DASS), and the Intolerance of Uncertainty 
Scale Short Form (IUS-S) were included to measure potential mediators. 
The Barratt Impulsiveness Scale 11 (BIS-11) is a 30-item self-report measure of 
impulsivity (Patton, Stanford, & Barratt, 1995). The items describe impulsive or non-
impulsive behaviours and preferences arranged in six key factors: attention, motor 
impulsiveness, self-control, cognitive complexity, perseverance, and cognitive instability. 
These six primary factors then form three second order factors: attentional impulsiveness 
(attention and cognitive instability), motor impulsiveness (motor impulsiveness and 
perseverance), and non-planning impulsiveness (self-control and cognitive complexity; 
Patton & Stanford, 1995). Example items include “I say things without thinking” and “I buy 
things on impulse”. Participants respond using a 4-point scale (1 = rarely or never, 2 = 
occasionally, 3 = often, 4 = almost always or always). The BIS-11 is the most widely cited 
assessment of impulsiveness and has good psychometric properties including good construct 
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validity, internal consistency (α = .79) and test-retest reliability (r = .89; Fossati, Ceglie, 
Acquarini, & Barratt, 2001). 
The Columbia – Suicide Severity Rating Scale (C-SSRS) is a tool for assessing 
four aspects of suicidal ideation and behaviour, with questions designed for use in an 
interview setting (Posner et al., 2008). The first two aspects assess severity and intensity of 
suicidal ideation with questions relating to passive and active suicidal ideation, and 
frequency, duration, controllability, deterrents, and reasoning of suicidal thoughts. The third 
and fourth aspects assess behaviour (including actual, aborted, and interrupted attempts; 
preparatory behaviour; and non-suicidal self-injurious behaviour) and lethality or potential 
lethality of attempts. The C-SSRS has demonstrated strong internal consistency (α = .73 to 
.95) and good convergent (r = .52 to .80) and divergent validity (Posner et al., 2008).  
For the purpose of this study, a self-report adaption of the C-SSRS Lifetime Recent 
Version (14 Jan 2009) was utilised (see Appendix B for the full questionnaire and scoring 
template). To assess severity of suicidal ideation, a range of dichotomous (yes or no) and 
multiple choice (for example, 1 = no, 2 = yes, I have started to work out the details, and 3 = 
yes, I have worked out all the details) questions were asked regarding suicidal ideation during 
the past month. Items included questions regarding a wish to be dead, non-specific active 
suicidal thoughts, and active suicidal thoughts with or without a method, plan, or intention to 
act. Based on their answers to these questions, participants were then given a score between 
zero and five based on their reported level of ideation (0 = nil suicidal ideation, 1 = wish to 
be dead, 2 = nonspecific active suicidal thoughts, 3 = suicidal thoughts with methods but no 
intent, 4 = suicidal intent without a plan, and 5 = suicidal intent with plan). Where a 
participant endorsed any level of suicidal ideation, they were then asked four questions 
regarding frequency, duration, controllability, and reason for ideation. Each of these 
questions required the participant to choose the most appropriate answer from five to six 
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response items arranged in an ordinal scale (for example, in assessing frequency of ideation, 
1 = less than once a week, 2 = once a week, 3 = 2 to 5 times a week, 4 = daily or almost daily, 
and 5 = many times each day). The sum of scores from these four items was then used as a 
measure of intensity of suicidal ideation. A minimum score of 3 and a maximum score of 22 
was possible for intensity of suicidal ideation. 
Severity of lifetime suicidal behaviour was assessed with a set of dichotomous (yes or 
no) questions regarding previous suicide attempts, wish to die or end your life at the time of 
the attempt, interrupted or aborted suicide attempts, and preparatory behaviour. Responses 
were used to obtain a single ordinal score representing severity. Severity scores ranged from 
zero to five (0 = nil suicidal behaviour, 1 = non-suicidal self-injury, 2 = preparatory acts or 
behaviour, 3 = aborted or self-interrupted suicide attempt, 4 = interrupted attempt, and 5 = 
actual attempt). Where a participant had attempted suicide on more than one occasion they 
were asked to describe the most serious attempt they had made. Likewise, where multiple 
items were endorsed (for example, preparatory acts and an aborted suicide attempt) the 
participant was given the score corresponding to the most serious behaviour. Lastly, where 
participants reported a current suicidal plan, a previous suicide attempt, or both, they were 
asked to describe their intended method or what they did when they attempted suicide. 
Narrative response answers were then coded to give a measure of lethality. In accordance 
with method specific rates of case fatality (Elnour & Harrison, 2008) suicide methods were 
scored as follows: 1 = drugs, poisons, sharp objects; 2 = crashing a motor vehicle, 3 = 
jumping from a height, gases or vapours; 4 = jumping before a moving object, drowning; 5 = 
hanging, strangulation, suffocation; 6 = firearms. Where a participant reported multiple 
methods, they were scored according to the most serious reported method. Where no specific 
method was reported for intended suicide attempts, a score of 1 was given.  
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The Depression Anxiety Stress Scale (DASS) is a standardized self-report 
questionnaire measuring depressed mood, anxiousness, and stress (Lovibond and Lovibond, 
1995). The DASS contains 42 items of which 14 describe emotions and behaviours related to 
depression, 14 items related to anxiety, and 14 related to stress. Participants respond using a 
4-point anchored scale (0 = did not apply to me at all, 1 = applied to me to some degree, 2 = 
applied to me to a considerable degree, 3 = applied to me very much) indicating agreement 
with each item with regards to the past week. Within the depression scale, items 
predominantly relate to dysphoria, anhedonia, and hopelessness, however there are no items 
assessing suicidal ideation included. The DASS has strong psychometric properties, 
including excellent internal consistency for both the total scale (α = .97) and each of the sub 
scales (Depression: α =.96; Anxiety: α = .92; Stress: α = .95; Page, Hooke, & Morrison, 
2007). Factor analyses support a three factor model and indicate sufficient content validity 
(Crawford & Henry, 2003). The DASS also has good convergent (r = .78) and discriminant 
validity (Crawford & Henry, 2003).  
The Intolerance of Uncertainty Scale Short Form (IUS-S) is a published, 12-item 
self-report measure of tolerance of uncertainty regarding the future and ambiguous situations 
(Buhr & Dugas, 2002). Participants respond using a 5-point anchored scale (1 = not at all 
characteristic of me, 2 = a little characteristic of me, 3 = somewhat characteristic of me, 4 = 
very characteristic of me, 5 = entirely characteristic of me) to indicate how much an item 
describes them. Example items include “I can’t stand being taken by surprise” and “I should 
be able to organize everything in advance”. The IUS-S has strong psychometric properties in 
both clinical and non-clinical samples. These include strong internal consistency (α = .87 and 
α = .92 respectively), test-retest reliability (r = .77), and concurrent validity (Khawaja & Yu, 
2010).   
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Suicidal Dread Questions (SDQ). There are no existing measures of suicidal dread. 
Therefore, seven questions were designed for this purpose. According to Meehl (1964), 
suicidal dread encompasses an intense fear of suicide, and may include the individual 
performing checking behaviours or taking steps to prevent or avoid opportunities for self-
harm. Therefore, two items in the dread questionnaire asked about the presence of these 
emotions and frequency of behaviours: Do you fear or dread the possibility of making a 
suicide attempt? Do you check or take steps to avoid or prevent yourself from making a 
suicide attempt? A conditional item, asked individuals to describe what steps or checking 
behaviours they have taken to avoid making a suicide attempt: Can you briefly describe the 
steps you have taken? Similarities between the concept of suicidal dread in schizotypy, and 
harm or aggressive obsessions in anxiety disorders such as OCD, were identified within the 
literature review for the present study. Consequently, additional items were included 
measuring the frequency of any intrusive or upsetting thoughts about making a suicide 
attempt (Do you have intrusive or upsetting thoughts or images that you may make a suicide 
attempt?), and concerns about acting on an unwanted impulse to make a suicide attempt (Do 
you worry about acting on an unwanted impulse to make a suicide attempt?). A conditional 
item asking participants to describe the nature of any intrusive thoughts or images was 
included: Can you briefly describe these thoughts or images? Lastly, given the role of 
intolerance of uncertainty in the development and maintenance of psychological disorders, 
specifically anxiety disorders and psychotic symptoms, a final conditional item was included. 
This item asked: How easily are you able to tolerate these feelings of fear or dread about 
making a suicide attempt?   
Construction of the suicidal dread questionnaire was completed following a literature 
review and was guided by Meehl’s (1964) description of suicidal dread. The measure was not 
piloted as this was not part of the purpose of this project. The seven items included were 
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theorised to sufficiently cover the description of suicidal dread outlined by Meehl (1964) and 
avoided repetition of items included in other measures of suicidality (for example, 
anticipation of suicide items from the Suicidal Behaviours Questionnaire). Of the seven 
questions included, four of these questions asked about feelings of dread, intrusive or 
upsetting thoughts or images, concerns about acting impulsively, and checking or 
preventative behaviours in relation to making a suicide attempt. Participants responded on a 
7-point anchored scale (0 = never, 3 = sometimes, 6 = all the time). The remaining three 
questions were conditional on other responses, measuring ability to tolerate feelings of dread 
(0 = very difficult to tolerate, 7 = very easy to tolerate), and asking for narrative descriptions 
of intrusive thoughts or images, and preventative steps or behaviours. See Appendix C for the 
full questionnaire.  
The Schizotypal Ambivalence Scale (SAS) is a 19-item self-report questionnaire in 
which each item reflects the experience of opposing attitudes or emotions, towards the same 
stimulus or situation (Kwapil, Mann, & Raulin, 2002). Examples include “the closer I get to 
someone, the more annoyed I am by their faults” and “my thoughts and feelings often seem 
to be contradictory”. The SAS items comprise three factors, interpersonal ambivalence, 
indecision/insecurity, and contradictory feelings (MacAulay, Brown, Minor, & Cohen; 2014). 
Participants respond using 5-point anchored scales (0 = strongly disagree, 1 = disagree, 2 = 
neutral, 3 = agree, 4 = strongly agree) to describe the extent to which each item applies to 
them. The SAS has high internal consistency (a = .84) and good test-retest reliability (r = 
.74; Mann, Vaughn, Barrantes-Vidal, Raulin, & Kwapil, 2008) 
The Schizotypal Personality Questionnaire (SPQ) is a standardized self-report 
measure of features of schizotypy (Raine, 1991). The SPQ comprises 74 items over nine 
subscales, with each subscale corresponding to a schizotypal trait. These nine subscales are: 
ideas of reference, excessive social anxiety, odd beliefs or magical thinking, unusual 
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perceptual experience, odd or eccentric behaviour, availability of intimate friendships, odd 
speech, constricted affect, and suspiciousness. Each of these subscales corresponds to one of 
three main features of schizotypy: cognitive-perceptual features, interpersonal features and 
disorganisation. Participants respond using 5-point anchored scales (0 = strongly disagree, 1 
= disagree, 2 = neutral, 3 = agree, 4 = strongly agree) to describe the extent to which each 
item applies to them. The SPQ has high internal reliability (a = .90 to .91) and test retest 
reliability (r = .82); and convergent and discriminant validity (r = .59 and r = .63 
respectively), and replicates well across separate populations (Raine, 1991). 
The Suicidal Behaviors Questionnaire – Revised (SBQ-R) is a self-report measure 
of suicidality comprising four items, each measuring a different dimension of suicidality. The 
four dimensions measured are lifetime suicidal ideation and attempt, frequency of suicidal 
ideation over the past 12 months, threat of suicide attempt, and likelihood of future suicidal 
behaviour (Osman et al., 2001). Participants respond by choosing the statement or phrase that 
best describes them, each of which forms part of a points scale. For example, in response to 
the question “have you ever thought about or attempted to kill yourself?” possible responses 
include never (1 point), it was just a brief passing thought (2 points), and I have attempted to 
kill myself and really hoped to die (4 points). The SBQ-R has demonstrated robust 
psychometric properties in both clinical and non-clinical samples including strong internal 
consistency (a = .87 and a = .88 respectively; Osman et al., 2001), strong test-retest 
reliability (r = .95), and good concurrent validity (r = .69; Cotton, Peters, & Range, 1995). 
Infrequency items. To identify disingenuous responding, 15 infrequency items were 
randomly dispersed among the key measures. These consisted of 4 direct instruction 
questions, for example “Select the response that means agree”; and 11 items that almost all 
people will answer in the same direction if they are paying attention and responding 
genuinely, for example, “Over the past week, I found I completely stopped breathing for 
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several hours”. Participants received a score for each inattentive response. Criteria for overall 
infrequent responding included if participants answered incorrectly to a direct instruction 
question, or to 2 or more of the remaining infrequency items. 
 
Procedure 
Questionnaires for the present study were administered online using Qualtrics 
software. A link to the study was advertised on the MTurk website (https://www.mturk.com/) 
where individuals meeting the inclusion criteria could choose to participate. On selecting to 
participate in the study, participants were presented with an information sheet detailing the 
aim of the research project, what participants would be required to do, and how the 
information given would be utilised. Participants were also advised of the anonymity and 
confidentiality of responses, and informed of the risk of discomfort from sensitive questions. 
Following this, participants were presented with an implied consent form before beginning 
the online questionnaires. The initial questionnaire contained questions regarding general 
demographics and schizophrenia risk factors, including age, sex, ethnicity, and family mental 
health history. Participants then completed the remaining study measures. On completing the 
questionnaires, participants were shown a debriefing form reiterating the purpose of the 
project and proving information on where to seek help if experiencing thoughts about suicide. 
A website address and contact phone number were provided for the, United States based, 
National Suicide Prevention Lifeline, and for the research supervisor.  
 
Statistical analyses 
 Data Cleaning. Disingenuous responding was indicated, and the participant’s data 
excluded, if they answered incorrectly to a direct instruction question or to 2 or more of the 
remaining infrequency items. Data were also removed if the participant reported 
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demographic variables inconsistent with the initial inclusion criteria, for example if the 
reported date of birth placed the individual over age 25.   
Statistical Analyses. Data analyses were conducted using IBM SPSS Statistics 24 
including the PROCESS v3.3 Macro plug-in for mediation analyses. Firstly, descriptive 
statistics were calculated for key demographic variables and study measures. Next, 
Spearman’s rank correlation was used to test for linear bivariate relationships between each 
of the study measures (SPQ, suicidal dread items, suicidal ideation and behaviour, DASS 
depression, DASS anxiety, BIS impulsivity, and IU). Spearman’s rank correlation was 
selected for use in the present study because, unlike Pearson’s correlation, there is no 
requirement of normality in the distribution of variables.  
Least squares regression modelling (Hayes, 2013) was conducted to determine 
whether anxiety, depression, impulsivity, or IU scores mediated any bivariate relationships 
between schizotypy and suicidal dread. The significance of mediating effects were tested by 
the bootstrap method. The 95% confidence intervals (CI) were estimated using bias-corrected 
bootstrapping procedures, with the number of bootstrapped samples set to 5000. If the 95% 
CI for indirect effects did not include zero, it meant that the variable significantly mediated 
the bivariate relationship. The decision to use bootstrapping and interpret confidence 
intervals was made to address the limitations associated with non-normality of variables. Age 
and biological sex were included in all models as covariates. As shown in Figure 1, path a 
represents the impact of schizotypy (with each of the three main attributes modelled 
individually) on each of the potential mediator variables. Path b estimates the impact of each 
potential mediator on the suicidal dread variables (each of four key items modelled 
individually). Path c’ estimates the direct effect of schizotypy on suicidal dread, while path c 
estimates the total effect of this pathway. Finally, path ab represents the indirect effect for 
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each of the mediating pathways; that is, the difference in the effect size before and after 
accounting for the effects of mediator variables.   
 
Figure 1. A visual representation of the mediation model pathways investigated 
  
Lastly, for the purpose of reviewing narrative responses, participants were coded as 
having high, moderate, or low SPQ scores. Individuals with scores more than one standard 
deviation above the mean on at least two attributes of schizotypy were classified as having 
high SPQ scores. Individuals with scores less than one standard deviation below the mean on 
at least two attributes of schizotypy were classified as having low SPQ scores. The remaining 
participants were deemed to have moderate SPQ scores.  
 
Results 
Data from 73 participants were removed prior to conducting the final analyses, 
resulting in a net sample of 277 participants. Specifically, data from 64 participants were 
removed due to disingenuous responding. Data from a further 9 participants were removed 
due to the reported date of birth resulting in the participant being older than 25 years, and 
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Psychometric Properties and Qualitative Findings of the Suicidal Dread Questionnaire 
 Cronbach’s alpha for the SDQ was found to be a = .62. As shown in Table 1, inter-
item correlations ranged from r = .17 to .58. The item asking about feelings of fear or dread 
about suicide had the lowest correlations with the other items (r = .17 to .23). The largest 
correlation was between the item asking about intrusive thoughts, and the item asking about 
fears regarding acting on an unwanted impulse (r = .58).   
 
Table 1 
Item-item Correlations for Suicidal Dread Questions 
 
 Feeling of dread Intrusive thoughts Act on impulse 
Intrusive thoughts .17 —  
Act on impulse .23 .58 — 
Check or take steps .20 .31 .45 
 
Within the suicidal dread questionnaire, narrative responses were collected regarding 
intrusive thoughts and images that participants had about making a suicide attempt. A variety 
of thoughts were described, including but not limited to thoughts of self-loathing, 
burdensomeness, loneliness, and worthlessness. For example, one individual reported 
thoughts such as “I am worthless, a waste of space, a burden, or that I am too overwhelmed to 
go on” (moderate SPQ scores). Other participants reported thoughts about dealing with life 
responsibilities, increasing stress, and desperation. For example, “when stress is piling up, a 
sense of dread overcomes me and I think about ending it” (low SPQ scores). Many 
participants reported thoughts about life after death, and about family and friends being upset 
SCHIZOTYPY AND SUICIDAL DREAD 
 46 
(or not being upset). Lastly, some participants reported impulsive thoughts and urges about 
what it would be like to do something such as crash their car. 
Participants described intrusive images including images related to methods and plans 
for suicide, what they would do with their possessions, and visualising the act of suicide. 
Others described images of previous attempts, and of how they might be found. For example, 
one participant reported “imagining acting out a suicide attempt. What it would be like when 
my body was found. How people would react” (moderate SPQ scores). Some individuals 
described intrusive images that may drive them toward a suicide attempt, including the death 
of family or friends and flashbacks of previous trauma. Others reported images of comfort, 
and of being at peace such as “I get a fleeting image of being very peaceful” (moderate SPQ 
scores). In contrast, some participants reported violent imagery including murder and rape, 
and images of triggering scenarios. For example, referencing the television show ‘13 Reasons 
Why’, one participant stated “when I see images of dead bodies or people getting hurt, it 
triggers something inside me that causes me to want to hurt myself also. When I saw the 
show about Hannah Baker, the scene where she tries to commit suicide, that triggered me” 
(high SPQ scores). 
Compared with individuals with low SPQ scores, those with high SPQ scores tended 
to describe more instances of intrusive images (versus thoughts) about suicide. There did not 
appear to be any obvious differences in the themes of intrusive thoughts or images between 
high and low schizotypy groups. For example, both groups included participants who 
described themes of worthlessness, the effect of suicide on loved ones, life stress, and the act 
itself. However, the group with high SPQ scores appeared to include a higher proportion of 
individuals reporting intrusive thoughts and images about the act of suicide itself. 
Participants were asked to describe any checking behaviours or steps taken to prevent 
them from making a suicide attempt. Common themes involved making safety plans, 
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including removing means, and seeking therapy or practicing therapy techniques. For 
example, 54 participants described talking to family or friends, and distraction techniques 
including music, work, exercise, and hobbies. Participants described keeping photos and 
mementos of family, children, and other close supports, and positive self-talk regarding 
accomplishments and reasons to live. Several participants described avoidance strategies 
including going to the hospital, sleeping, and avoiding alcohol, drugs, and “triggering” 
images. Lastly, six participants reported religious beliefs and engaging in prayer and 
meditation to prevent the possibility of a suicide attempt. While some of these behaviours are 
certainly overt, the responses given appear to reflect steps taken (rather than checking 
behaviour). Furthermore, there is no indication of unusual or excessive behaviour, disruption 
in day to day functioning, or differences in behaviour between those with high versus low 
schizotypy. Overall, there is no indication that the responses are consistent with Meehl’s 
conceptualisation of suicidal dread.  
 
Descriptive Statistics 
Descriptive statistics for demographic variables (sex, age, and ethnic status), suicidal 
dread, and the C-SSRS are shown in Table 2. In total, 110 participants (39.7%) reported 
experiencing some level of suicidal ideation over the previous month; 65 (59.1%) reported 
passive suicidal ideation and the remaining 45 (40.9%) reported active suicidal ideation 
involving a method, plan, or intent. In addition, 99 participants (35.7% of total sample) 
reported previous suicidal behaviour. Of these, 18 participants reported non-suicidal self-
injury or preparatory acts while 41 (14.8%) reported a previous suicide attempt. Of the 41 
participants reporting a previous suicide attempt, 13 reported two or more previous attempts. 
The remaining 40 reported interrupted, aborted, or self-interrupted suicidal behaviour. In 
total, 50 participants reported the behaviour to be an intended suicide attempt, and gave 
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descriptions of the act. The majority of previous attempts involved either drugs, overdose, or 
cutting/sharp objects (78%); or involved hanging or strangulation/suffocation (12%). 
In response to the SBQ item regarding anticipation of future suicide, 154 participants 
(55.6%) reported the likelihood of a future suicide attempt to be never or no chance at all, 
and 91 (32.9%) reported it to be unlikely or rather unlikely. Of the remaining 32 participants, 
19 thought it was likely and 13 thought it was rather or very likely that they would attempt 
suicide someday. Despite only 32 participants anticipating a future suicide attempt, over 
double this number (68 participants, 24.5% of sample) reported that they very much fear or 
dread the possibility of making a suicide attempt (score of 6 or 7). In addition, 28 participants 
(10.1% of sample) reported having intrusive or upsetting thoughts about making a suicide 
attempt often or all of the time, and 17 (6.1%) reported worrying about acting on an unwanted 
impulse to make a suicide attempt, often or all of the time.  
Descriptive statistics for the SPQ (cognitive-perceptual, interpersonal, and 
disorganised factors), DASS, SAS, IUS, and BIS-11 are shown in Table 3.   
SCHIZOTYPY AND SUICIDAL DREAD 
 49 
Table 2 
Summary Statistics of Demographic Variables and Suicidality Variables 
Variable n M SD Min Max 
Females 161     
Age 277 22.31 1.62 18.36 25.89 
Anticipation of future suicide 277 1.51 1.57 0 6 
Suicidal ideation      
   Severity 110 2.45 1.58 1 5 
   Intensity 110 11.05 4.21 1 21 
Previous suicidal behaviour      
   Severity 99 3.77 1.23 1 5 
   Lethality of attempts 50 1.73 1.54 1 6 
Lethality of intended attempt 43 3.02 2.04 1 6 
Suicidal dread total score 277 10.24 4.66 4 25 
   Feeling of dread 277 3.65 2.13 1 7 
   Ability to tolerate feelings 216 4.13 1.75 1 7 
   Intrusive thoughts 277 2.37 1.55 1 7 
   Act on impulse 277 1.93 1.35 1 7 
   Preventative measures 277 2.29 1.69 1 7 
Note: Ability to tolerate feelings item in the dread questionnaire is conditional and therefore 
not included in the total dread score. Two additional conditional items from the suicidal dread 
questionnaire required narrative responses and therefore are also omitted from the table   
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Table 3 
Descriptive Statistics for the SPQ, DASS, BIS-11, and IUS (n = 277) 
Variable M SD Min Max 
SPQ      
   Cognitive-perceptual 44.22 23.71 0 114 
   Interpersonal 67.32 27.46 0 130 
   Disorganised 29.19 14.04 0 64 
DASS     
   Depression 13.26 12.37 0 42 
   Anxiety 7.99 8.22 0 37 
   Stress 14.27 10.45 0 42 
BIS Total 62.08 12.23 32 97 
   Attentional impulsiveness 17.01 4.38 8 29 
   Motor impulsiveness 20.55 4.65 11 36 
   Non-planning impulsiveness 24.52 5.79 11 40 
IUS Total 36.30 11.00 13 60 
   Prospective anxiety 22.27 6.22 8 35 
   Inhibitory anxiety 14.04 5.59 5 25 
SAS Total 32.19 17.38 0 72 
Note: SPQ = Schizotypal Personality Questionnaire, DASS = Depression Anxiety Stress 
Scale, BIS = Barrett Impulsiveness Scale, IUS = Intolerance of Uncertainty Scale, SAS = 
Schizotypal Ambivalence Scale 
 
Schizotypy and Suicide 
Pairwise correlations were calculated between the three SPQ attributes, schizotypal 
ambivalence, and suicidal anticipation and SDQ. As shown in Table 4 higher SPQ scores, 
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particularly for interpersonal schizotypy, and higher schizotypal ambivalence scores 
predicted greater self-reported anticipation of making a future suicide attempt.  
SPQ and SAS scores did not relate to feelings of dread toward making a suicide 
attempt (SDQ feelings of dread), however both demonstrated substantial positive correlations 
with frequency of intrusive thoughts and images regarding making a suicide attempt (SDQ 
intrusive thoughts), and concerns about acting on an unwanted impulse regarding making a 
suicide attempt (SDQ unwanted impulse). The sum of the four key items included in the SDQ 
was significantly correlated with all three SPQ indices, and with schizotypal ambivalence. In 
addition, SPQ, SAS, and IUS-S showed strong internal consistency (a = .97, a = .94, and a = 
.92 respectively).  
Also shown in Table 4, each attribute of schizotypy was positively correlated with 
severity and intensity of suicidal ideation, and severity of previous suicidal behaviour. These 
associations were consistently largest for the interpersonal component of schizotypy, and 
smallest for the disorganised component.   
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Table 4 
Bivariate Correlations for Suicidal Anticipation, Suicidal Dread, SPQ Indices, Schizotypal Ambivalence, DASS Anxiety and Depression, 
Intolerance of Uncertainty, Impulsiveness, and Suicidality Variables 
 
  Suicidal anticipation and dread Suicide Variables 
















SPQ  Cognitive Perceptual 277 .33** .05 .41** .41** .33** .35** .34** .20** 
SPQ  Interpersonal 277 .43** .09 .45** .37** .36** .42** .42** .20** 
SPQ  Disorganised 277 .35** .07 .41** .36** .31** .31** .31** .19** 
SAS Schizotypal Ambivalence 277 .45** .10 .52** .46** .42** .49** .51** .20** 
DASS  Anxiety 277 .38** .07 .48** .38** .39** .46** .47** .24** 
DASS  Depression 277 .56** .04 .55** .42** .40** .67** .69** .29** 
IUS Total 277 .28** .18** .39** .34** .38** .36** .35** .18** 
BIS Impulsiveness 277 .29** -.02 .28** .26** .15* .26** .27** .10 
Suicide Ideation – severity 110 .64** .07 .53** .47** .38** — .96** .28** 
 Ideation – intensity  110 .64** .04 .53** .43** .35** .96** — .28** 
 Prev. behaviour severity 99 .39** -.08 .30** .28** .26** .28** .28** — 
 Prev. attempt lethality 50 .08 -.17 -.05 -.00 -.09 .08 .25 -.09 
 Intended attempt lethality 43 .01 .10 .10 -.06 .04 .11 .21 .06 
Note: SAS = Schizotypal Ambivalence Scale; SBQ = Suicidal Behaviours Questionnaire; SPQ = Schizotypal Personality Questionnaire; BIS = 
Barrett Impulsiveness Scale; DASS = Depression Anxiety Stress Scale; IUS = Intolerance of Uncertainty Scale;   
*p < .05, **p < .01.     
SCHIZOTYPY AND SUICIDAL DREAD 
 53 
Suicidal Ideation, Behaviour, Anticipation, and Dread 
To examine the association of suicidal anticipation and dread with suicidal ideation 
and behaviour, pairwise correlations were calculated. As shown in Table 4, there were no 
relationships found between previous or intended suicide attempt lethality, and anticipation 
or dread of making a future suicide attempt. Previous behaviour severity, and severity and 
intensity of suicidal ideation, were positively correlated with anticipation of future suicide, 
frequency of intrusive or upsetting thoughts about making a future suicide attempt, concerns 
about acting on an unwanted impulse to make a suicide attempt, and total dread questionnaire 
scores. Feelings of fear or dread alone were not associated with any aspect of suicidality.  
 
Suicide and Potential Mediators 
Pairwise correlations were calculated for measures of anxiety symptoms, intolerance 
of uncertainty, depression, impulsivity, and suicidal anticipation and dread. As shown in 
Table 4, DASS anxiety scores and IUS scores were positively correlated with anticipation of 
future suicide, intrusive suicidal thoughts or images, concerns about acting on an unwanted 
impulse to make a suicide attempt, and total scores on the suicidal dread questionnaire. The 
largest correlations for almost all anxiety measures were observed with intrusive thoughts or 
feelings about making a suicide attempt (SDQ intrusive thoughts). Feelings of dread toward 
making a suicide attempt were associated with intolerance of uncertainty.  
Feelings of dread towards making a suicide attempt were not associated with any 
depression or impulsivity items. Higher anticipation of making a suicide attempt in the future 
was predicted by DASS depression scores and with impulsivity scores. More frequent 
intrusive suicidal thoughts and images, and concerns about acting on an unwanted impulse to 
make a suicide attempt, were positively correlated with depression and impulsivity scores. 
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Total suicidal dread scores were also positively correlated with depression and impulsivity 
scores. 
Impulsivity scores were associated with severity and intensity of suicidal ideation but 
were not associated with severity of previous suicidal behaviour. Depression, anxiety, and IU 
were all positively correlated with severity and intensity of suicidal ideation, and with 
severity of previous suicidal behaviour. As per Table 4, the largest of these relationships was 
between depression and intensity of suicidal ideation, while the smallest was between IU and 
previous suicidal behaviour.    
 
Mediation Analyses 
Several simple mediation models were examined in the present study with schizotypy 
as the predictor variable and suicidal dread as the dependent variable. Separate models were 
computed for each of the three key attributes of schizotypy (cognitive-perceptual, 
interpersonal, and disorganised), and for each of four individual items relating to suicidal 
dread. These items included the anticipation of future suicide item from the SBQ, and three 
items from the suicidal dread questionnaire (feelings of dread about making a suicide 
attempt, intrusive thoughts about making a suicide attempt, and concerns about acting on 
impulse to make a suicide attempt). For each predictor-dependent variable combination, the 
four proposed mediator variables (anxiety, depression, impulsivity, and IU) were included in 
the analyses. Standardised regression coefficients (ß) and 95% confidence intervals (CI’s) are 
shown in Tables 5-6.  
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Table 5 
Direct Effects for the Regression of Suicidal Anticipation and Dread onto Demographic Variables, SPQ Scores, and Mediators (n = 277) 
  Potential Mediators 
  Depression Anxiety Impulsivity  IU 
Model and Path b SE b SE b SE b SE 
Cognitive Perceptual Schizotypy (CPS)          
a CPS à Mediator .224*** .029 .158*** .019 .186*** .029 .169*** .025 
b Mediator à Anticipation .073*** .010 -.014 .015 .007 .007 .003 .009 
b Mediator à Feeling of Dread -.016 .016 .015 .024 -.011 .012 .041** .015 
b Mediator à Intrusive Thoughts .045*** .009 .030* .014 .002 .007 .012 .009 
b Mediator à Act on Impulse .026** .009 -.004 .014 .003 .007 .015 .008 
Interpersonal Schizotypy (IS)          
a IS à Mediator .276*** .022 .163*** .015 .171*** .025 .220*** .019 
b Mediator à Anticipation .068*** .010 -.013 .014 .006 .007 .003 .009 
b Mediator à Feeling of Dread -.017 .016 .015 .024 -.011 .019 .041** .015 
b Mediator à Intrusive Thoughts .044*** .010 .033* .014 .003 .007 .012 .009 
b Mediator à Act on Impulse .026** .010 .003 .014 .007 .007 .016 .009 
Disorganised Schizotypy (DS)          
a DS à Mediator .461*** .045 .305*** .030 .353*** .048 .317*** .042 
b Mediator à Anticipation .073*** .010 -.013 .015 .008 .007 .003 .009 
b Mediator à Feeling of Dread -.017 .016 .013 .024 -.012 .012 .039** .015 
b Mediator à Intrusive Thoughts .043*** .009 .030* .014 .001 .007 .012 .009 
b Mediator à Act on Impulse .026** .009 -.000 .014 .006 .007 .017* .009 
Note: IU = Intolerance of Uncertainty; *p < .05, **p < .01, ***p < .001; Refer to Figure 1 for direct effect pathways 
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Table 6 
Direct, Total, and Indirect Effects for the Regression of Suicidal Anticipation and Dread onto 
Demographic Variables, SPQ Scores, and Mediators (n = 277) 
  Suicidal Anticipation and Dread 
  Anticipation of 
Suicide 
Feeling of Dread Intrusive Thoughts  Act on Impulse 
Model and Path b 95% CI b 95% CI b 95% CI b 95% CI 
CPS Model          
Direct Effect         
c’ CPS à SDQ .005 [-.003, .012] -.001 [-.013, .019] .006 [-.001, .014] .012** [.005, .019] 
Total Effect         
c CPS à SDQ .021*** [.013, .028] .003 [-.009, .014] .023*** [0.16, .031] .020*** [.014, .027] 
Indirect Effects         
ab Depression .016 [.011, .023]  -.004 [-.010, .003] .017 [.005, .016]  .006 [.002, .011]  
ab Anxiety -.002 [-.008, .003] .002 [-.005, .009] .005 [-.001, .010] -.001 [-.006, .004] 
ab Impulsivity .001 [-.002, .004] -.002 [-.007, .003] .000 [-.003, .004] .001 [-.002, .004] 
ab IU .001 [-.002, .003] .007 [.002, .013] .002 [-.001, .006] .003 [.000, .005]  
Summary (R2) .101*** .003 .152*** .143*** 
IS Model          
Direct Effect         
c’ IS à SDQ .009* [.001, .016] .000 [-.013, .013] .003 [-.005, .010] .003 [-.004, .011] 
Total Effect         
c IS à SDQ .026*** [.019, .032] .005 [-.004, .014] .024*** [.018, .030] .016*** [.010, .021] 
Indirect Effects         
ab Depression .019 [.008, .016]  -.005 [-.013, .004] .012 [.006, .019]  .007 [.002, .014]  
ab Anxiety -.002 [-.005, .002] .002 [-.005, .010] .005 [-.001, .011] .000 [-.005, .005] 
ab Impulsivity .001 [-.001, .003] -.002 [-.006, .003] .001 [-.002, .004] .001 [-.002, .004] 
ab IU -.001 [-.003, .002] .009 [.002, .016]  .003 [-.001, .007] .004 [-.000, .007] 
Summary (R2) .202*** .006 .198*** .121*** 
DS Model          
Direct Effect         
c’ DS à SDQ .007 [-.007, .020] .004 [-.019, .026] .013 [-.000, .026] .010 [-.003, .023] 
Total Effect         
c DS à SDQ .040*** [.027, .052] .008 [-.010, .026] .046*** [.034, .058] .029*** [.019, .040] 
Indirect Effects         
ab Depression .034 [.022, .046]  -.008 [-.022, .006] .020 [.010, .032]  .009 [.003, .023]  
ab Anxiety -.004 [-.014, .005] .004 [-.009, .017] .009 [-.002, .020] -.000 [-.011, .009] 
ab Impulsivity .003 [-.003, .008] -.004 [-.013, .005] .000 [-.006, .007] .002 [-.003, .008] 
ab IU .001 [-.004, .006] .013 [.003, .023]  .004 [-.002, .010] .005 [.001, .011]  
Summary (R2) .132*** .004 .200*** .112*** 
Note: CPS = Cognitive Perceptual Schizotypy, DS = Disorganised Schizotypy, IS = Interpersonal 
Schizotypy, IU = Intolerance of Uncertainty, SDQ = Suicidal Dread Questions; *p < .05, **p < .01, 
***p < .001 
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Total and Direct Effects 
 As shown in Table 5, each of the three schizotypy attributes significantly predicted 
each of the four potential mediators (path a, b = .158-.461, p < .001).  
 Depression scores were found to predict anticipation of suicide, frequency of intrusive 
thoughts about suicide, and concerns about acting on an unwanted suicidal impulse (path b, b 
= .026 to .073, p < .01). Anxiety scores were found to predict frequency of intrusive thoughts 
about suicide impulse (path b, b = .030 to .033, p < .05), and IU scores were found to predict 
feelings of dread about suicide (path b, b = .039 to .041, p < .05). Impulsivity scores did not 
significantly predict any suicidal dread items.  
As shown in Table 6, the direct effect (path c’) of cognitive-perceptual schizotypy 
(factor one) on concerns about acting on an unwanted suicidal impulse was significant (b = 
.012, p < .01). Direct effects of cognitive-perceptual schizotypy on the remaining three 
suicidal dread variables did not reach significance. The total effect (path c) of the models 
with cognitive-perceptual schizotypy predicting anticipation of suicide, frequency of 
intrusive thoughts about suicide, and concerns about acting on an unwanted suicidal impulse 
were significant prior to considering the mediators (b = .020 to .023, p < .001). The total 
effect (path c) of the model with cognitive-perceptual schizotypy predicting feelings of dread 
about suicide was not significant.  
As shown in Table 6, the direct effects (path c’) of interpersonal schizotypy (factor 
two) on all four suicidal dread variables were non-significant. The total effect (path c) of the 
models with interpersonal schizotypy predicting anticipation of suicide, frequency of 
intrusive thoughts about suicide, and concerns about acting on an unwanted suicidal impulse 
were significant prior to considering the mediators (b = .016 to .026, p < .001). The total 
effect (path c) of the model with interpersonal schizotypy predicting feelings of dread about 
suicide was not significant.  
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As shown in Table 6, the direct effects (path c’) of disorganised schizotypy (factor 
three) on all four suicidal dread variables were non-significant. The total effect (path c) of the 
models with disorganised schizotypy predicting anticipation of suicide, frequency of intrusive 
thoughts about suicide, and concerns about acting on an unwanted suicidal impulse were 
significant prior to considering the mediators (b = .029 to .046, p < .001). The total effect 
(path c) of the model with disorganised schizotypy predicting feelings of dread about suicide 
was not significant.  
 
Indirect Effects 
Depression. Interpretation of the mediation models presented in Table 6 indicated 
that depression significantly mediated each of the relationships of schizotypy attributes with 
anticipation of suicide, frequency of intrusive thoughts about suicide, and concerns about 
acting on an unwanted suicidal impulse (95% CIs exclude 0.0, indicating p < .050; path ab). 
The indirect effect of schizotypy through depression symptoms was greatest for disorganised 
schizotypy predicting anticipation of future suicide (SBQ item four).  
Anxiety. The indirect effect of schizotypy through anxiety symptoms, was found to 
be non-significant for all suicidal dread variables. As shown in Table 6, all confidence 
intervals include zero (p > 0.05, path ab).  
Impulsivity. The indirect effect of schizotypy through impulsivity, was found to be 
non-significant for all suicidal dread variables. As shown in Table 6, all confidence intervals 
include zero (p > 0.05, path ab). 
IU. All three schizotypy attributes were found to exert in indirect influence on 
feelings of dread about making a future suicide attempt, through intolerance of uncertainty 
(95% CIs exclude 0.0, indicating p < .05, path ab). This influence was greatest for the 
disorganised component of schizotypy.   
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Discussion 
The overarching aim of the present study was to define the relationship between 
schizotypy and suicide dread, a novel concept identified by Meehl (1964) as a feature of a 
schizotypal personality organisation. Specifically, I aimed to first characterise suicide dread, 
and secondly investigate whether suicidal anticipation and dread were uniquely linked to any 
of the three key attributes of schizotypy. Lastly, I aimed to investigate whether depressive 
symptoms, anxiety symptoms, impulsivity, or IU would mediate any relationship between 
schizotypy and suicidal dread. It was hypothesized that anxiety symptoms, impulsivity, and 
IU, but not depressive symptoms, would prove to be significant mediators. Therefore, the 
present study included a network of hypotheses, looking to demonstrate a specific pattern of 
relationships. 
Initially, a literature review was carried out to define suicidal dread and create a 
measure to assess it. To be able to dread suicide, it was highlighted that an individual must 
first anticipate dying by suicide to be a future possibility. According to Meehl (1964) 
schizotypal individuals then experience such intense fear or dread of this possibility that they 
will take part in excessive actions or checking behaviours to avoid suicide. Therefore, the 
SDQ asked about feelings of fear or dread and any steps taken or checking behaviours carried 
out to avoid suicide. Next, the harm or aggression subtype in OCD was identified as being 
analogous to Meehl’s description of suicidal dread. For this reason, an item enquiring about 
the experience of intrusive or upsetting thoughts about suicide was added to the SDQ. Lastly, 
in accordance with epidemiological views of suicide, I theorised that dread may be related to 
suicide and schizotypy through some other well-established risk factor such as impulsivity 
(and thus acquired capability). Therefore, a final item enquiring about concerns regarding 
acting on an unwanted impulse to commit suicide was added.  
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There were several key findings from the present study. Anticipation about making a 
future suicide attempt, frequency of intrusive thoughts about making a suicide attempt, and 
concerns about acting on an unwanted impulse to make a suicide attempt were each 
associated with all three schizotypy attributes. Depressive symptoms were found to 
significantly mediate each of these relationships, while anxiety symptoms, impulsivity, and 
IU did not. Interpersonal schizotypy also exerted a direct effect on anticipation of future 
suicide, while cognitive-perceptual schizotypy exerted a direct effect on concerns about 
acting on an unwanted impulse. Feelings of fear or dread about making a suicide attempt 
were not associated with any attributes of schizotypy, severity or intensity of suicidal 
ideation, suicidal behaviour, depressive symptoms, anxiety, or impulsivity, but were 
positively correlated with IU. As a result of these key findings, the network of hypotheses in 
the present study were not supported. 
 
Schizotypy 
Cognitive perceptual schizotypy attributes exerted a direct effect on fears about acting 
on an unwanted suicidal impulse. This finding is consistent with previous research showing 
that positive features in schizotypy and schizophrenia spectrum disorders predict suicidal 
ideation, independent of symptoms of depression (Bornheimer, 2016). Individuals who report 
a fear of harming themselves or others, either accidentally or due to an overwhelming 
impulse, report higher rates of perceptual distortions and magical ideation than those who do 
not experience such fear (Tolin et al., 2001). In addition, individuals with positive schizotypy 
(cognitive-perceptual) are at an increased risk of making a suicide attempt compared to 
individuals with negative (interpersonal) schizotypy (Kwapil et al., 2013). The current 
findings may raise the possibility that individuals who experience cognitive-perceptual 
features of schizotypy experience this increased risk due to a higher likelihood of acting on 
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an unwanted suicidal impulse. Positive features are also hypothesized to increase suicide risk 
through their relationship with depressive symptoms, which may occur as a result of 
experiencing these positive features (e.g., hallucinations and delusions; Bornheimer, 2016). 
The partially mediating effect of depression, on the relationship between cognitive-perceptual 
schizotypy and fears about acting on an unwanted suicidal impulse, found in the present 
study supports this notion. 
The direct effect between interpersonal schizotypy and anticipation of future suicide 
contrasts previous findings that depressive symptoms mediate the relationship between 
interpersonal schizotypy and suicidal ideation (Jahn et al., 2016). Although depression was a 
partial mediator in the present study, the interpersonal schizotypy attribute continued to exert 
a direct influence on anticipation of suicide. This relationship is therefore likely attributable 
to other features of interpersonal (negative) schizotypy. For example, items in the SPQ 
pertaining to excessive social anxiety or not having close friends may be associated with 
feelings of thwarted belonging and subsequent anticipation of future suicide. Depressive 
symptoms measured by the DASS pertain more to symptoms of dysphoria and anhedonia, 
which are likely also represented in the constricted affect subscale of the SPQ, and therefore 
explaining the partial mediation effect in the present study. 
In the current study, no direct relationship was found for any of the three attributes of 
schizotypy with the frequency of intrusive or distressing thoughts about making a suicide 
attempt. Despite this, the narrative responses of participants reporting high schizotypy 
appeared to indicate that these individuals experienced more intrusive imagery, and more 
intrusive thoughts and imagery regarding the act of suicide itself, than participants reporting 
low schizotypy. This finding may indicate that whereas the frequency of intrusive or 
distressing thoughts or imagery may not differ, the thought or imagery content itself may be 
qualitatively different. If further substantiated, this notion would be congruent with OCD 
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research showing that the presence and severity of harm/aggression obsessions is associated 
with suicidal ideation and schizotypy features (Balci & Sevincok, 2010; Brakoulias et al., 
2013; DeVylder et al., 2012; Hasler et al., 2005). 
Meehl (1964) described that individuals dreading suicide may take embarrassing or 
inconvenient overt action to avoid opportunities for suicide. Such checking behaviour may be 
expected to be unusual or excessive, and disruptive to day to day functioning. However, the 
narrative responses given by participants were not consistent with this conceptualisation, and 
instead appeared to represent reasonable steps taken to improve mood or distract from 
suicidal thoughts. In addition, there was an apparent lack of difference between individuals 
reporting low versus high schizotypy. It is possible that participants were unprepared to admit 
to engaging in behaviours they considered embarrassing, or they may not have had a clear 
understanding of what may constitute checking behaviour, however the current results do not 
support this aspect of Meehl’s description of suicidal dread. 
 
Depressive Symptoms 
Individuals with schizophrenia spectrum disorders experience increased risk for 
suicidal ideation and behaviour compared to the general population (Hor & Taylor, 2010; 
Joiner et al., 2001; Kwapil et al., 2013). These individuals have been shown to experience 
low mood, depression, and suicidality as a result of greater insight into schizotypal traits or 
symptoms (Ampalam et al., 2012; Hor & Taylor, 2010), with hopelessness appearing to 
mediate these relationships (Bornheimer, 2016). Consistent with this past research, the results 
in the present study showed strong associations of schizotypy with suicidal ideation and 
previous suicidal behaviour. The results in the present study also showed moderate to large 
associations between each attribute of schizotypy and symptoms of depression.  
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The mediating influence of depressive symptoms is consistent with previous research 
showing depression is one of the most powerful predictors of suicidal ideation in individuals 
with or without schizophrenia spectrum disorders (e.g. Jahn et al., 2016; Nock et al., 2010; 
Nock et al., 2013). The mediating effect of depressive symptoms was greatest for the 
interpersonal component of schizotypy (with anticipation of suicide, intrusive thoughts, and 
concerns about acting on an unwanted impulse). Low positive affect, and anhedonia 
specifically, is characteristic of depression and has been demonstrated to have strong links 
with the interpersonal component of schizotypy (Kemp, Gross, Barrantes-Vidal, & Kwapil, 
2018; Kwapil & Barrantes-Vidal, 2015). In addition, high negative affect is characteristic of 
depression and the disorganised component of schizotypy (Clark & Watson, 1991; Kemp et 
al., 2018). Therefore, the results from the present study, including the mediating influence of 
depressive symptoms, are consistent with these relationships. 
 
Anxiety and Impulsivity 
Within each of the three schizotypy models, anxiety symptom scores were found to 
predict frequency of intrusive thoughts about suicide. Excessive worry is the characteristic 
feature of anxiety disorders with many individuals finding uncontrollable worry or 
rumination distressing (American Psychiatric Association, 2013). The results of the present 
study imply that generalised anxiety symptoms predict the frequency with which individuals 
experience intrusive or distressing thoughts about suicide, irrespective of schizotypy.  
Impulsivity and anxiety were not found to mediate the relationships of each 
schizotypy attribute with anticipation of suicide, frequency of intrusive thoughts about 
suicide, and concerns about acting on an unwanted suicidal impulse. Given that impulsivity 
has been implicated as a prominent predictor of individuals who are more likely to act on 
suicidal thoughts (e.g. Forcano et al., 2009; Ghanem et al., 2013; Simon et al., 2001), the 
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absence of an effect of impulsivity in the present study is incongruent with past findings. In 
particular, despite a significant correlation, the absence of a relationship between impulsivity 
and concerns about acting on an unwanted suicidal impulse within the regression modelling 
is somewhat surprising. Likewise, the absence of a mediating effect of anxiety is surprising 
given previous findings regarding the relationship between anxiety and previous suicide 
attempts (e.g. Nepon et al., 2010).  
The absence of a mediating effect of impulsivity or anxiety may be best 
conceptualised by considering suicidal dread as a sub-type of suicidal ideation. By 
considering suicidal dread in this way, the absence of a relationship is consistent with 
research showing depression is the strongest predictor of suicidal ideation, while disorders 
characterised by anxiety or poor impulse control tend to predict planning and suicidal 
behaviour or attempt (Nock et al., 2010; Nock et al., 2013). Consistent with this explanation, 
in the present study anxiety symptoms were associated with severity of previous suicidal 
behaviour. In contrast, impulsivity was not associated with previous suicidal behaviour. 
However, research regarding the role of impulsivity in suicide is often equivocal, likely due 
to variability in the constructs that are measured (e.g. delayed discounting, risk taking, 
sensation seeking), variability in methods of assessment, and possible interaction effects 
(Bauer & Capron, 2020).  
 
Feelings of Fear or Dread about Suicide 
Feelings of fear or dread about making a suicide attempt were associated only with 
IU, and any relationships with schizotypy were found to be indirect, through IU. 
Interestingly, feelings of fear or dread about making a suicide attempt were also not related to 
suicidality, depressive symptoms, anxiety or impulsivity. IU has previously been shown to 
have strong associations with intrusive or repetitive thoughts in various mental disorders 
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including GAD and MDD (Buhr & Dugas, 2009; Gentes & Ruscio, 2011; Freeston et al., 
1994). IU has also been associated with key IPT constructs including hopelessness and 
suicidal ideation (Ciarrochi et al., 2005). Given that the present study found an association 
between feelings of dread about future suicide and IU, the lack of relationships between 
feelings of fear or dread about suicide and variables closely associated with IU was 
unexpected.  
Although feelings of fear or dread about suicide demonstrated no linear relationship 
with the investigated constructs (except IU), the possibility of a non-linear relationship 
cannot be ruled out. Further contemplating the idea of suicidal dread, it may be helpful to 
consider individuals within three separate clusters: those with little or no psychopathology, 
those with moderate levels of psychopathology, and those with severe or high levels of 
psychopathology. The first of these groups would represent individuals with a very low level 
of schizotypal traits as well as low prevalence of anxiety, depression, and other mental 
difficulties. It is likely that this group would also report low levels of suicidality and therefore 
predict a low likelihood of making a future suicide attempt. Consequently, suicide is unlikely 
to be something that is feared. In contrast, those with high levels of schizotypal traits may 
experience higher rates of comorbidity including depression and anxiety, and report higher 
rates of suicidality. A larger proportion of these individuals may wish to die as a consequence 
of severe and enduring mental difficulties, and therefore not strongly dread the possibility of 
dying by suicide. Lastly, for individuals who fall within the range of moderate schizotypal 
traits, while there may be some difficulty coping with symptoms, and some experience of 
things such as anxiety and depression, these individuals may be more conflicted about the 
idea of suicide. In particular, they may cycle between a desire to die and a desire to live. 
During the difficult times they may struggle with the uncertainty of a future with mental 
illness, and therefore anticipate suicide. However, protective factors including social 
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connectedness or a lack of acquired capability may result in these individuals dreading the act 
and consequences of suicide.  
The idea that suicide dread may be experienced mostly by a select group of 
individuals, with moderate levels of psychopathology, has some consistencies with previous 
research. In particular, this idea is consistent with Spiegel et al. (1963; 1967) and Joiner et 
al.’s (2004) conceptualisation of suicide dread as a protective mechanism. In turn, this idea 
would argue against the negative time preference or exponential dread dynamic observed in 
response to real or hypothetical pain (Story et al., 2013).  
The relationship between suicide dread and IU found in the present study would also 
provide support for this theory. High IU is thought to lead to over-identification of potential 
threats and dysfunctional attitudes about one’s problem-solving ability (Freeston et al., 1994). 
If certain groups of individuals experience fluctuating levels of mental difficulties, 
uncertainty about the future and their ongoing ability to cope may result in suicidal ideation 
and subsequent suicide dread. In addition, changes in affective state preceding a suicide 
attempt may reflect a transition from uncertainty to certainty due to having made the decision 
to die, for example, not knowing when distress will end to making a specific plan. 
 
Strengths and Limitations 
To the best of my knowledge, the present study is the first to examine the concept of 
suicide dread and begin to delineate its association with schizotypy and other mental health 
constructs. The study included well validated, standardised measures such as the DASS and 
the SPQ for the assessment of key constructs. Data from participants who gave disingenuous 
responses were excluded. However, there are also some limitations that require consideration 
when interpreting the results of the current study. Although I predicted that the null 
hypothesis would be true, in the present study this was part of a network of hypotheses, 
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looking to demonstrate a specific pattern of relationships. Further limitations include that the 
SDQ was not piloted prior to use, the cross-sectional design, and elevated rates of depression 
among MTurk participant samples compared with the general population.  
The first limitation of the present study is that the psychometric properties of the 
suicidal dread questionnaire were below the standard expected to have confidence in the 
reliability and validity of the measure. Although its construction was guided by Meehl’s 
description of dread and by comparable expressions in other mental disorders, throughout the 
course of data analysis and interpretation a few things became apparent. Firstly, it is possible 
that some questionnaire items may have been too broad or ambiguous. For example, the item 
asking about the frequency of intrusive or distressing thoughts or images about suicide uses 
wording that combines the descriptors intrusive and distressing as well as thoughts and 
images. Therefore, there could be substantial variability in what individual participants were 
reporting on. In turn, the construct validity of the measure may be impacted. This limitation 
could be addressed by conducting prior pilot studies to assess the psychometric properties of 
the measure, and modifying items as appropriate to improve these properties.  
In addition to the suicidal dread questionnaire not being piloted, the analysis of 
narrative responses to the questions about intrusive thoughts and images, and checking 
behaviours did not involve the use of a standardised coding system. Therefore, any results 
and interpretation pertaining to these responses should be considered anecdotal. Furthermore, 
in relation to coding, inter-rater reliability was not carried on lethality of suicidal behaviour 
data, which may negate its reliability.   
A second limitation of the current study is the cross-sectional nature of the study 
design. Cross-sectional research gives a snapshot of the concepts of interest at a single point 
in time. Consequently, this design cannot capture ebb and flow patterns in the experience of 
certain traits or attributes over time. In particular, the lack of relationships between feelings 
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of fear or dread about suicide and other constructs, and my subsequent theory about select 
individuals cycling between a desire to die and a desire to live, cannot be captured with a 
cross-sectional design. Accordingly, this limitation could be addressed in future studies by 
using a prospective design over very short time frames. Daily assessment of key constructs 
including feelings of fear or dread about suicide may be important for identifying fluctuations 
in these experiences.  
Lastly, the present study involves the recruitment of study participants through 
MTurk, and the potential for elevated rates of psychopathology among such samples. Ophir, 
Sisso, Asterhan, Tikochinski, and Reichart (2020) demonstrated that MTurk workers 
consistently report much higher rates of major depression than the general population. In 
addition to self-reported symptoms, depression-related medication use was also found to be 
proportionally higher, and these differences were only partially accounted for by 
demographic and lifestyle variables (Ophir et al., 2020). The results in the present study may 
therefore be impacted due to the use of an MTurk participant pool. In particular, mediating 
effects of depression may be exaggerated or masking the impact of other potential mediators 
such as anxiety. However, the use of procedures to identify and exclude disingenuous 
responding was likely helpful in minimising these effects. In future replications, investigators 
may choose to use alternative samples as a point of comparison.   
Furthermore, in the present study I recruited participants aged 18 to 25 years because 
of the prominence of suicidality and emerging psychopathology in this age group. While the 
present study adds to research with young adults recruited via other methods (e.g., 
undergraduate student populations), the nature of the sample may further contribute to higher 
self-reported symptoms of psychopathology than samples with wider age ranges. In future 
research, investigators may wish to broaden the age range of participants to investigate any 
potential effect of age.     
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Implications and Future Research 
The results of the present study imply that feelings of dread or fear about making a 
suicide attempt have no linear relationship with schizotypy or other prominent mental health 
constructs. However, it is possible that suicide dread, linked with intolerance of uncertainty, 
is a phenomenon experienced by only a sub-group of individuals who experience a moderate 
or fluctuating level of psychopathology. For these individuals, suicide dread may serve as a 
protective mechanism that would need to be suppressed in order for the individual to make a 
serious suicide attempt. A further implication, is that future prospective work regarding 
suicidal dread is warranted. Specifically, studies designed to compare low, moderate, and 
high psychopathology clusters over short intervals (e.g., daily monitoring) may be helpful for 
furthering our understanding of suicidal dread.    
Future research could focus on expansion and refinement of the SDQ to better enable 
investigation of suicidal dread. In particular, more items related to feelings of fear or dread 
about suicide could be added and increased specificity in item wording to reduce ambiguity. 
For example, items could enquire about dread related to specific aspects of suicide including 
ideation, the act itself, and consequences of completed suicide. Doing so may also help to 
increase the content validity of the SDQ. Furthermore, responses to narrative questions in the 
present study could be used to guide the construction of more specific items regarding 
intrusive thoughts and images and checking behaviours. The current SDQ asked about 
frequency of intrusive thoughts however more systematic investigation of imagery and 
content of intrusive thoughts is required. These items could subsequently be used to compare 
individuals with high versus low schizotypy in a more efficient and controlled manner. 
Lastly, in future the measure should be piloted and refined prior to use.    
Investigators may wish to consider the possibility of non-linear relationships between 
suicide dread, schizotypy, and other mental health constructs. As previously discussed, future 
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investigators may wish to utilise a prospective study design to enable assessment of 
fluctuating levels in the experience of key constructs. Comparison between clusters of 
participants experiencing varying levels of psychopathology may further help to tease out 
these relationships. In addition, qualitative study regarding interpretation and 
conceptualisation of suicide dread in groups of individuals with low, moderate, and high 
levels of schizotypal traits would be interesting to explore prior to refinement of the SDQ.  
 
Summary 
 Feelings of fear or dread about suicide appear to be an experience unrelated to 
schizotypy, depression, anxiety, impulsivity, and suicidality. Despite this, schizotypy appears 
to be have some direct associations with anticipation of future suicide as well as fears about 
acting on an unwanted impulse to commit suicide. In addition, depressive symptoms at least 
partially mediate all relationships of schizotypy with anticipation of future suicide, intrusive 
or distressing thoughts and images about suicide, and fears about acting on an unwanted 
suicidal impulse. It is possible that feelings of fear or dread about suicide, alongside 
intolerance of uncertainty, is experienced by only a subgroup of individuals who experience 
moderate or fluctuating levels of psychopathology. Conceptualised in this manner, dread of 
suicide would serve a protective function, and the possibility of non-linear relationships 
would warrant further investigation. It would be beneficial to expand and refine the SDQ for 
future use, and conduct prospective studies over short timeframes with various populations.  
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I am a burden 
 
Loneliness 




Reciprocal Care  
I have no one to turn 




I am alone 
 
Self-Hate 
I hate myself 
 
Liability  
My death is worth 
more to others than 
my life 
• E.g. Distress from 
illness 
• E.g. Distress from 
unemployment 
• E.g. Low self-
esteem 
• E.g. Self-blame, 
shame 
• E.g. Agitation 
• E.g. Loss through 
death or divorce 
• E.g. Social 
withdrawal 
• E.g. Family conflict 
• E.g. Living alone  




I wish I was dead 
Hopelessness 
This will never change 
Active Desire for 
Suicide 
Suicidal Intent 















Lethal (or near 
lethal) Suicide 
Attempt 
Adapted from Van Orden et al. (2010) 
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Appendix B: The Colombia-Suicide Severity Rating Scale (C-SSRS) – Self Report 
Adaption and Scoring 
 
css01a In the past month, have you wished you were dead? 
o Yes  (1)  
o No  (2)  
css01b In the past month, have you wished you could go to sleep and not wake up? 
o Yes  (1)  
o No  (2)  
css01c In the past month, have you wished you were not alive anymore? 
o Yes  (1)  
o No  (2)  
css02 In the past month, have you actually had any thoughts of killing yourself? 
o Yes  (1)  
o No  (2)  
  
If css02 = 1  
Display the following: 
 
css02freq In the past month, how many times have you had these thoughts about killing 
yourself? 
o Less than once a week  (1)  
o Once a week  (2)  
o 2 to 5 times a week  (3)  
o Daily or almost daily  (4)  
o Many times each day  (5)  
css02dura When you have these thoughts, how long do they last? 
o Fleeting — a few seconds or minutes  (1)  
o Less than 1 hour (or some of the time)  (2)  
o 1 to 4 hours (or a lot of time)  (3)  
o 4 to 8 hours (or most of the day)  (4)  
o More than 8 hours (or persistent or continuous)  (5)  
css02ctrl If you want to, could you or can you stop thinking about killing yourself? 
o I am easily able to control these thoughts  (1)  
o I can control these thoughts with little difficulty  (2)  
o I can control these thoughts with some difficulty  (3)  
o I can control these thoughts with a lot of difficulty  (4)  
o I am unable to control these thoughts  (5)  
o I don't try to control these thoughts  (6)  
css02resn What sort of reasons did you have for thinking about killing yourself? 
o It was completely to get attention or revenge or a reaction from others  (1)  
o It was mostly to get attention or revenge or a reaction from others  (2)  
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o It was equally to get attention, revenge, or a reaction from others and to stop or end 
the pain or feelings  (3)  
o It was mostly to end or stop the pain (you couldn't go on living with the pain or how 
you were feeling)  (4)  
o It was completely to end or stop the pain (you couldn't go on living with the pain or 
how you were feeling)  (5)  
o None of these apply  (6)  
 
If css01a = 1, or css01b = 1, or css01c = 1 
And If css02 = 2 
Display the following: 
 
css01freq In the past month, how many times have you had these thoughts about wishing you 
were dead, or going to sleep and not waking, or not being alive anymore? 
o Less than once a week  (1)  
o Once a week  (2)  
o 2 to 5 times a week  (3)  
o Daily or almost daily  (4)  
o Many times each day  (5)  
css01dura When you have these thoughts, how long do they last? 
o Fleeting — a few seconds or minutes  (1)  
o Less than 1 hour (or some of the time)  (2)  
o 1 to 4 hours (or a lot of time)  (3)  
o 4 to 8 hours (or most of the day)  (4)  
o More than 8 hours (or persistent or continuous)  (5)  
css01ctrl If you want to, could you or can you stop thinking about wanting to die? 
o I am easily able to control these thoughts  (1)  
o I can control these thoughts with little difficulty  (2)  
o I can control these thoughts with some difficulty  (3)  
o I can control these thoughts with a lot of difficulty  (4)  
o I am unable to control these thoughts  (5)  
o I don't try to control these thoughts  (6)  
css01resn What sort of reasons did you have for thinking about wanting to die? 
o It was completely to get attention or revenge or a reaction from others  (1)  
o It was mostly to get attention or revenge or a reaction from others  (2)  
o It was equally to get attention, revenge, or a reaction from others and to stop or end 
the pain or feelings  (3)  
o It was mostly to end or stop the pain (you couldn't go on living with the pain or how 
you were feeling)  (4)  
o It was completely to end or stop the pain (you couldn't go on living with the pain or 
how you were feeling)  (5)  
o None of these apply  (6)   
 
If css02 = 1 
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Display the following: 
css03 You said you have had thoughts of killing yourself. Have you been thinking about how 
you might do this?  
o No  (1)  
o Yes  (2)  
 
If css03 = 2 
Display the following: 
 
css03desc You said you have been thinking about how you might kill yourself. Can you 
briefly describe the method you have been thinking about?  
________________________________________________________________ 
 
If css02 = 1 
Display the following: 
 
css04 Have you had these thoughts about killing yourself and had some intention of acting on 
them?  
o I would definitely not act on them or do anything about them  (1)  
o I have some intention of acting on them  (2)  
o I have a strong intention to act on them  (3)  
css05a Have you started to work out details of how to kill yourself?  
o No  (1)  
o Yes, I have started to work out the details.  (2)  
o Yes, I have worked out all the details.  (3)  
 
If css05a  ! = 1 
And css02 = 1 
Display the following: 
 
css05b Do you intend to carry out this plan?  
o No  (1)  
o Yes  (2)  
css05c Do you have everything you need to carry out this plan?  
o No  (1)  
o Yes  (2)  
 
- Continue for all participants - 
 
css06 Have you ever made a suicide attempt? 
o Never  (1)  
o Once  (2)  
o Two or more times  (3)  
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If css06 != 1 
Display the following: 
 
css06desc What did you do when you attempted suicide? (If you have attempted suicide more 





css07 Did you see this as a way to end your life? 
o No  (1)  
o Yes  (2)  
css08 Did you want to die (even a little) when you did this? 
o No  (1)  
o Yes  (2)  
css09 Were you trying to end your life when you did this? 
o No  (1)  
o Yes  (2)  
css10 Did you do this purely for reasons like relieving stress or feeling better or getting 
sympathy or getting something else to happen? 
o No  (1)  
o Yes  (2)  
 
- Continue for all participants - 
 
css11 Has there ever been a time when you started to do something to end your life but 
someone or something stopped you before you actually did anything? 
o No  (1)  
o Yes  (2)  
css12 Has there ever been a time when you started to do something to end your life but you 
stopped yourself before you actually did anything? 
o No  (1)  
o Yes  (2)  
css13 Have you ever taken any steps toward making a suicide attempt or preparing to kill 
yourself (such as collecting pills, getting a gun, giving valuables away, or writing a suicide 
note)? 
o No  (1)  
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Scoring the C-SSRS 
 
 
1. Severity of Suicidal Ideation 
 
Level Score Corresponding item/s 
Nil suicidal ideation 0 Score=2 on css01a,b,c, css02a 
Wish to be dead 1 Score=1 on css01a, css01b, css01c 
Non-specific active suicidal thoughts 2 Score=1 on css02a 
Suicidal thoughts with methods 3 Score=2 on css03 
Suicidal intent 4 Score≥2 on css04a 
Suicidal intent with plan 5 Score≥2 on css05a 
 
2. Intensity of Suicidal Ideation 
 
Frequency, duration, controllability, deterrents, reason for ideation 
Intensity of passive ideation  = SUM: css01freq, css01dura, css01control, 
css01reason 
Intensity of active ideation  = SUM: css02freq, css02dura, css02control, 
css02reason 
 
3. Severity of Suicidal Behaviour  
 
Level Score Corresponding item/s 
Nil suicidal behaviour 0 Score=1 on css06, css11, css12, or css13 
Non suicidal self-injury 1 Score=1 on css09 or score=2 on css10 
Preparatory acts/behaviour 2 Score=2 on css13 
Aborted of self-interrupted attempt 3 Score=2 on css12 
Interrupted attempt 4 Score=2 on css11 
Actual attempt 5 Score≥2 on css06 score=2 on css07, 
css08, or css09  
 
4. Lethality of Suicidal Behaviour 
 
Lethality of intended suicide attempt based on css03desc 
Lethality of previous suicide attempt based on css06desc 
 
Method Score 
Drugs, poisons, sharp objects 1 
Crashing motor vehicle 2 
Jumping from a height, gases or vapours 3 
Jumping before moving object, drowning 4 
Hanging, strangulation, suffocation 5 
Firearms 6 
*Based on Elnour and Harrison (2008) 
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Appendix C: Suicidal Dread Questions 
	
Instructions: Please read each statement carefully. Select the number that best applies to 
you. 
 

























CONDITIONAL ITEM: If 
response to Item 1 is > “not at 
all”: 
How easily are you able to 
tolerate these feelings of fear or 





























Do you have intrusive or upsetting 
thoughts or images that you may 























CONDITIONAL ITEM: If 
response to Item 3 is > “never”: 
Can you briefly describe these 
thoughts or images? 
[narrative response] 
5 
Do you worry about acting on an 
























Do you check or take steps to avoid 
























CONDITIONAL ITEM: If 
response to Item 6 is > “never”: 
Can you briefly describe the steps 
you have taken? 
[narrative response] 
 
